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ABSTRACT 
 
 
Dutcher, Renee Theresa. Validation and Practice Guidelines: Longs Peak Adolescent 
Questionnaire--Primary Care Assessment of Adolescent Risk Behaviors and 
Mental Health. Unpublished Doctor of Nursing Practice capstone project, 
University of Northern Colorado, 2017. 
 
Among adolescents, illness and injuries related to risky behaviors as well as 
depression and other mental health concerns are significant causes of morbidity and 
mortality.  Nurse practitioners and other providers in primary care settings frequently 
encounter the need to evaluate and manage adolescent patients with these behaviors and 
conditions.  A reach, effectiveness, adoption, implementation, and maintenance (RE-
AIM) assessment was performed, resulting in an identified need to enhance Longs Peak 
Family Practice’s effectiveness in identifying, managing, and referring adolescent 
patients with risky behaviors and mental health concerns.  Given the demands and time 
constraints inherent to primary care practice, efficient, evidence-based practice guidelines 
and evaluation tools are a key component of the identification, management, and referral 
of adolescents with risky behaviors and mental health concerns.  An extensive literature 
search revealed the screening, brief intervention and referral for treatment (SBIRT) as an 
appropriate evidence-based guideline.  The validity of the Longs Peak Adolescent 
Questionnaire (LPAQ) currently used by Longs Peak Family Practice was enhanced 
based on the results of a Delphi study completed during this project.  The recommended 
SBIRT practice guidelines and LPAQ with suggested modifications will increase the 
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ability of Longs Peak Family Practice to identify, manage, and appropriately refer 
adolescent patients with risky behaviors and mental health concerns. 
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CHAPTER I 
 
 
ASSESSMENT AND PROBLEM STATEMENT 
 
 
Introduction 
 
 Among adolescents, mental health concerns and illness/injuries related to risky 
behaviors are significant causes of morbidity and mortality.  Mental health conditions, 
particularly depression, are another area of significant causation for morbidity and 
mortality of adolescents.  Nurse practitioners and other providers in primary care settings 
frequently encounter the need to evaluate and manage adolescent patients with these 
behaviors and conditions. 
Adolescent Risky Behaviors 
From a neurodevelopmental perspective, risky behavior among adolescents is said 
to be related to two brain networks that are inversely related to one another--the 
socioemotional network and the cognitive-control network--encompassing executive 
functions including self-regulation, planning, and thinking ahead (Steinburg, cited in 
Korogoda, 2016).  Translated, this means in adolescents with high levels of social 
stimuli, the socioemotional network overrides the cognitive-control network.  
Conversely, it is the cognitive-control network that is dominant in adolescents with less 
social interaction (Steinburg, cited in Korogoda, 2016). 
The tendency of adolescents to make unhealthy choices and participate in risky 
behavior leads to significant morbidity and mortality.  This morbidity and mortality must 
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be addressed to meet national goals for the health and safety of adolescents in the United 
States (Kann et al., 2014).  Behaviors classified as priority health-risk behaviors the 
Youth Risk Behavior Surveillance Survey (YRBSS) was designed to monitor included 
the following:  
1) behaviors that contribute to unintentional injuries and violence; 2) tobacco use; 
3) alcohol and other drug use; 4) sexual behaviors that contribute to unintended 
pregnancy and sexually transmitted infections (STIs), including human 
immunodeficiency virus (HIV) infection; 5) unhealthy dietary behaviors and 6) 
physical inactivity”.  Research demonstrates that these behaviors typically begin 
in the childhood and adolescent years, often extending into adulthood. (Kann et 
al., 2014, p. 1) 
 
Recommendations from the U.S. Preventive Services Task Force (USPSTF; Siu, 
2016), American Academy of Pediatrics (AAP; Hagan, Shaw, & Duncan, 2008), 
American Academy of Family Physicians (AAFP; Ham & Allen, 2012), and the widely 
used primary care practice resource Up-to Date (UTD; n.d.) highlighted the impact of 
risky behaviors on health outcomes of adolescents and the importance of screening for 
risk behaviors during adolescent primary care visits (see Appendices A-D).  The AAP, 
the AAFP, and UTD recommendations, however, include yearly screening for both 
depression and adolescent risk behaviors.  Current Agency for Healthcare Research and 
Quality (AHRQ; 2014) guidelines include Grade B ratings for screening and treatment 
for obesity and tobacco use and a Grade I rating, indicating insufficient evidence to 
recommend for or against screening for illicit and prescription drug use among 
adolescents.  Healthy People 2020 (Kann et al., 2014) included objectives for adolescents 
related to injury and violence prevention, mental health disorders, physical activity, sleep 
health, substance use and tobacco use, all of which are included in the YRBSS (see 
Appendix E).  The USPSTF gives screening for adolescent risk behaviors a C- rating, 
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indicating the evidence reviewed was not sufficient to recommend for or against the 
screening of adolescent risk behaviors but clinical concordance on the importance of this 
screening exists.  The USPSTF’s grades, suggestions for practice, and levels of 
recommendation are provided in Tables 1 and 2 (Siu, 2016).  The recently released 2015 
YRBSS represents ongoing assessment of the Healthy People 2020 parameters.   
 
Table 1 
 
What the U.S. Preventive Services Task Force Grades Mean and Suggestions for Practice 
 
Grade Definition Suggestion for Practice 
A The USPSTF recommends the service.  There is 
high certainty the net benefit is substantial. 
 
Offer/provide this service. 
 
B The USPSTF recommends the service.  There is 
high certainty the net benefit is moderate or there is 
moderate certainty the net benefit is moderate to 
substantial. 
 
Offer/provide this service. 
C The USPSTF recommends selectively offering or 
providing this service to individual patients based 
on professional judgment and patient preferences.  
There is at least moderate certainty the net benefit is 
small. 
Offer/provide this service 
for selected patients 
depending on individual 
circumstances. 
 
D The USPSTF recommends against the service.  
There is moderate or high certainly the service has 
no benefit or the harms outweigh the benefits. 
 
Discourage the use of this 
service 
I 
Statement 
The USPSTF concludes the current evidence is 
insufficient to assess the balance of benefits and 
harms of the service. Evidence is lacking, of poor 
quality, or conflicting, and the balance of benefits 
and harms cannot be determined 
Read the Clinical 
Considerations section of 
the USPSTF 
Recommendation 
Statement.  If the service 
is offered, patients should 
understand the uncertainty 
about the balance of 
benefits and harms. 
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Table 2 
 
U.S. Preventive Services Task Force Levels of Certainty Regarding Net Benefits 
 
Level of Certainty Description 
High The available evidence usually includes consistent results from 
well-designed, well-conducted studies in representative primary 
care populations. These studies assess the effects of the 
preventive service on health outcomes. This conclusion is 
therefore unlikely to be strongly affected by the results of future 
studies. 
 
Moderate The available evidence is sufficient to determine the effects of the 
preventive service on health outcomes, but confidence in the 
estimate is constrained by such factors as:  
• The number, size, or quality of individual studies. 
• Inconsistency of findings across individual studies. 
• Limited generalizability of findings to routine primary 
care practice. 
• Lack of coherence in the chain of evidence. 
As more information becomes available, the magnitude or 
direction of the observed effect could change, and this change 
may be large enough to alter the conclusion. 
 
Low The available evidence is insufficient to assess effects on health 
outcomes. Evidence is insufficient because of:  
• The limited number or size of studies. 
• Important flaws in study design or methods. 
• Inconsistency of findings across individual studies. 
• Gaps in the chain of evidence. 
• Findings not generalizable to routine primary care 
practice. 
• Lack of information on important health outcomes. 
More information may allow estimation of effects on health 
outcomes. 
Note. The USPSTF defines certainty as "likelihood that the USPSTF assessment of the 
net benefit of a preventive service is correct." The net benefit is defined as benefit minus 
harm of the preventive service as implemented in a general, primary care population. The 
USPSTF assigns a certainty level based on the nature of the overall evidence available to 
assess the net benefit of a preventive service. 
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Depression 
Depression is defined as “a primary mood disorder characterized by sustained 
depressed mood and/or decreased interest in things that used to give pleasure (anhedonia) 
which represents change from previous functioning” (Domino, 2016, p. 1).  The 
American Psychiatric Association’s (APA; 2009) Diagnostic and Statistical Manual of 
Mental Health Disorders (DSM-IV) criteria for major depressive episodes included five 
or more of the following symptoms present for at least two weeks, represented a change 
from prior level of functioning, and included depressed mood and/or loss of interest or 
pleasure. Specific criteria included the following:  
1. Depressed mood most of the day, nearly every day, as indicated by either 
subjective report (e.g. feels sad or empty) or observations made by others 
(appears tearful). Note: in children and adolescents, can be irritable mood;  
2. Markedly diminished interest or pleasure in all, or almost all, activities most 
of the day, nearly every day (as indicated by either subjective account or 
observation made by others;  
3. Significant weight loss when not dieting or weight gain (e.g. a change of 
more than 5% body weight in a month), or decrease or increase in appetite 
nearly every day. Note: in children, consider failure to make expected 
weight gains;  
4. Insomnia or hypersomnia nearly every day;  
5. Psychomotor agitation or retardation nearly every day (observable by others, 
not merely subjective feelings of restlessness or being slowed down);  
6. Fatigue or loss of energy nearly every day;  
7. Feelings of worthlessness or excessive or inappropriate guilt (which may be 
delusional) nearly every day (not merely self-reproach or guilt about being 
sick);  
8. Diminished ability to think or concentrate, or indecisiveness nearly every 
day (either by subjective account or as observed by others);  
9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal 
ideation without a specific plan, or a suicide attempt or a specific plan for 
committing suicide. (APA, 2009, p. 1)   
 
Other criteria further specified the symptoms did not meet criteria for a mixed 
episode; the symptoms caused clinically significant distress or impairment in social, 
occupational or other important areas of functioning; the symptoms were not due to the 
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direct physiological effects of a substance (e.g. a drug of abuse, a medication) or a 
general medical condition (hypothyroidism); the symptoms were not better accounted for 
by bereavement, i.e., after the loss of a loved one; and the symptoms persisted for longer 
than two months or were characterized by marked functional impairment, morbid 
preoccupation with worthlessness, suicidal ideation, psychotic symptoms, or 
psychomotor retardation (APA, 2009, pp. 1-2). 
Depression might be categorized as major depressive disorder (MDD), dysthymic 
disorder, or depressive disorder not otherwise specified (NOS) based on historical 
symptomatology and clinical presentation.  Depression is a multi-faceted phenomenon. 
Patients diagnosed with depression might experience any or all of these forms of 
depression with various incidence, degree of impairment, and duration of remission in 
between episodes during the course of their life.  Depression can affect patients of any 
age.  Depression rarely affects patients in their childhood and early teen years.  The peak 
incidence of depression diagnosis as reported by Domino (2016) occurs during the teen 
and young adult years.  Risk factors for MDD include  
female sex, older age, family (especially maternal) history of depression, prior 
episode of depression, other mental health or behavioral problems, chronic 
medical illness, overweight and obesity, and, in some studies, Hispanic 
race/ethnicity. Other psychosocial risk factors include childhood abuse or neglect, 
exposure to traumatic events (including natural disasters), loss of a loved one or 
romantic relationship, family conflict, uncertainty about sexual orientation, low 
socioeconomic status and poor academic performance. (Siu, 2016, p. 361) 
 
The long-term prognosis of patients with depression is less promising in those 
who experience primarily MDD, those diagnosed at a younger age, and those with 
recurrent episodes and shorter remission times between episodes (Domino, 2016).  Major 
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depressive disorder is particularly debilitating and might lead to increased risk of suicide 
(Genrich & McGuire, 2009). 
Depression and suicidality assessment is a recommended component of routine 
primary health care of adolescents.  Organizations supporting this recommendation 
include the Institute of Medicine, the USPSTF (Siu, 2016), and the American Academy 
of Pediatrics (Hagan et al., 2008).  Primary care screening for depression in all children 
and adolescents was recently revisited and reaffirmed and now has been given a Grade B 
rating by the USPSTF.  The USPSTF found insufficient evidence to recommend specific 
intervals for depression screening but discussed opportunistic screening for adolescents 
due to the irregularity of their healthcare utilization.  
Evidence-based mental health assessments are an effective means of identifying 
risky behaviors and mental health concerns in adolescents early in their lives when 
treatment and counseling are likely to be most effective (Kann et al., 2014; Genrich & 
McGuire, 2009).  The AAP (Hagan et al., 2008), AAFP (Ham & Allen, 2012), and UTD 
(n.d.) recommended the use of the Patient Health Questionnaire Two Question Survey 
(PHQ-2), with reflexive administration of the Patient Health Questionnaire for 
Adolescents (PHQ-A; Johnson, Harris, Spitzer, & Williams,2002; see Appendices F and 
G) for primary care screening for depression in adolescents.  The PHQ-A (English and 
Spanish) is also among the recommended screening tools for adolescent depression in the 
Guidelines for Adolescent Depression in Primary Care (GLAD-PC toolkit; Jensen et al., 
2010; see Appendix H), a joint effort of experts in the United States and Canada, which is 
widely used clinically and is included in guidelines for the diagnosis, treatment, and 
management of depression in adolescents by all of these organizations.  Early and 
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effective treatment of depression has been shown to significantly reduce or eliminate the 
negative impact, morbidity, and mortality related to depression (Genrich & McGuire, 
2009). 
Background and Significance 
Risky Behaviors 
 Injury and illness related to risky behaviors are a significant cause of morbidity 
and mortality among adolescents.  In the United States, the most comprehensive 
assessment of risky behaviors among adolescents is the YRBSS (Hann et al., 2014).  
Although the USPSTF (Siu, 2016), the AAP (Hagan et al., 2008), the AAFP (Ham & 
Allen, 2012, and UTD (n.d.) recommend opportunistic screening for risky behaviors 
among adolescents during primary care visits, there is a dearth of recommended 
evidence-based screening tools for use in primary care practice.  Recommended 
evidence-based assessment tools are available for some specific risky behaviors, such as 
alcohol and drug use, but few tools have been developed for more global assessment of 
risky behaviors in the primary care setting.  Tools such as the Adolescent Behavior 
Survey: Trigger Questionnaire (Adolescent Quality Improvement Work Group, n.d), and 
the Rapid Assessment for Adolescent Preventive Services (RAAPS; Possibilities for 
Change, 2017).  Questionnaire are available but not specifically included in 
recommendations for primary care screening of risky behaviors in adolescents.  In 
addition to the gap in specific recommendations for screening of risky behaviors in 
adolescents, a review of available literature revealed a significant lack of 
recommendations for treatment and management resources once risky behaviors are 
identified.  Data reported in the Morbidity and Mortality Weekly Report (MMWR) for 
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the 2013 and 2015 YRBSSs included results from 104 health risk behaviors, data for 
obesity, overweight, and asthma (Kann et al., 2014, 2015).  In the MMWR for the 2013 
YRBSS (Kann et al., 2014), global trends in health-risk behaviors were reported for prior 
data collection that took place during 1991-2013 (see Appendix I).  Data for these reports 
were collected from health-risk surveys administered in 42 states (not including 
Colorado) and 21 large inner-city school districts with data weighted by gender, 
race/ethnicity, and grade level. (Kann et al., 2014, p. 2).  Figure 1 illustrates overall 
trends in adolescent sexual risk behaviors among students, 1991-2013. 
 
 
Figure 1.  Overall trends in sexual risk behavior among students, 1991-2013. 
 
The Morbidity and Mortality Weekly Report for the 2015 YRBSS contained 
updated statistics demonstrating continued progress toward targeted national health and 
safety goals (Kann et al., 2015).  According to the 2013 and 2015 MMWRs for the 
YRBSS, among persons aged 10-24, the percentage of all deaths attributable to accidents, 
injury, and violence rose from 70% (2013) to 71% (Kann et al., 2015).  The four main 
causes of adolescent morbidity and mortality reported included motor vehicle crashes 
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(23% both years), accidents and unintentional injuries (18% in 2013, 17% in 2015), 
homicide (15% in 2013, 14% in 2015), and suicide (15% in 2013, 17% in 2015).  Other 
factors contributing to morbidity and social issues among U.S. adolescents ages 15 to 19 
included teen births (329,772 in 2013, 273,105 in 2015), sexually transmitted infections 
(most commonly chlamydia, gonorrhea, and syphilis; 548,032 in 2013, 451,208 in 2015), 
and human immunodeficiency virus (HIV; 2,240 in 2013, 1828 in 2015) annually (Kann 
et al., 2015; see Appendices J through N).  Figure 2 illustrates incidence of mortality and 
morbidity of key risky behaviors of teens from the 2013 YRBSS (Kann et al., 2014).  
 
 
Figure 2.  Key risky behaviors of teens (CDC, 2014). 
 
The 2010 U.S. financial burden of risky behaviors among adolescents aged 10-19, 
as reported by the CDC (2014), was broken down by level of severity/treatment including 
non-fatal emergency department (ED) visits, non-fatal hospitalizations, and fatal injuries.  
Costs were further broken down by categories of risky behaviors including unintentional 
injury, sexual assault, other assault, self-harm and costs associated with legal 
intervention, within each level of severity/treatment category (CDC, 2014).  Costs 
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associated with emergency room (ER) visits related to non-fatal injuries of all categories 
of risky behaviors were reported in terms of number of visits (5,170,886), medical cost 
($11,913,249,000), work loss cost ($15,641,716,000), and combined cost 
($27,554,966,000).  Costs associated with non-fatal injuries that resulted in 
hospitalization were reported as number of hospitalizations (201,404), medical cost 
($5,142,431,000), work loss cost (14,607,670,000), and combined cost 
($19,750,101,000).  Fatal injuries for adolescents in all categories of risky behavior 
resulted in 9,523 deaths and costs reported as medical cost ($82, 419,000), work loss cost 
($16,446,658,000) and combined cost ($16,529,076,000; CDC, 2014; see Appendix O). 
Depression 
Depression is a condition that results in high financial and morbidity burdens. 
World Health Organization statistics show that, unipolar depression was the third leading 
cause of disease burden worldwide, the eighth leasing cause of disease burden in 
impoverished countries, and the number one leading cause of disease burden in more 
affluent countries in 2004 (Centers for Disease Control and Prevention [CDC], 2013b).  
According to the most recent statistics reported by the CDC (2013b), among U.S. persons 
aged 12 and older, 1 in 20 (5%) reported they were currently depressed.  Studies show 
that of all patients diagnosed with depression and other mental illness, 50% reported 
symptoms starting by the age of 14 (Genrich & McGuire, 2009).  Adolescents with major 
depression are twice as likely to participate in risky behaviors such as alcohol or illicit 
drug use (Genrich & McGuire, 2009). The 5-Minute Clinical Consult (Domino, 2016) 
reported 6.9% of those in the United States ages 18 and older were diagnosed with some 
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form of depression in 2014; overall in the United States, the risk of developing MDD in 
one’s lifetime is 16.2%. 
Statistics on depression prevalence and cost vary, sometimes significantly, 
between demographic groups.  A recent National Center for Health Statistics (CDC, 
2015) data brief reported depression prevalence data related to age, gender, and ethnicity.  
Age-based data revealed a diagnosis of depression in 4.3% of 12 to 17-year-olds, 4.7% of 
18 to 39-year-olds, 7.3 % of 40 to 59-year-olds, and 4% of those over 60.  Gender-based 
data showed a diagnosis of depression in 6.7% of all U.S. females and 4.0% of all U.S. 
males.  Ethnicity-based data demonstrated a diagnosis of depression in 6.3% of Mexican 
Americans, 6.0% of non-Hispanic Black persons, and 4.8% of Non-Hispanic White 
persons (CDC, 2013b).  Figure 3 illustrates the percentages of persons 12 years and older 
with depression by demographic characteristics. 
 
 
Figure 3.  Percentage of persons 12 years of age and older with depression by 
demographic characteristics: United States, 2005-2008. 
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More recent CDC (2015) 2007-2010 data show 8% of all U.S. persons have an 
active diagnosis of depression in any two-week period.  From 2009-2010, MDD was the 
primary diagnosis among eight million ambulatory care visits including visits to 
physician offices, hospital outpatient, and emergency departments.  In terms of hospital 
inpatient care, MDD was the primary diagnosis in 395,000 hospital discharges.  Among 
those hospitalized for MDD, the average hospital stay was 6.5 days.  Mortality data 
revealed a suicide rate of 13 per 100,000 for a total of 41,149 suicide deaths (CDC, 
2015). 
In terms of cost, among all persons in the United States, antidepressants were the 
third most prescribed pharmaceutical in 2005-2008.  The National Center for Health 
Statistics (Pratt, Brody, & Qiuping, 2011) data from 2010 revealed an increase in the 
number and percentage of persons in all age groups for whom antidepressants were 
prescribed between 1998-1994 and 2005-2008.  The rate of antidepressant usage for 10 
years or longer was approximately 14% for all U.S. persons of all age groups, showing an 
increase from 10% of all U.S. persons of all ages based on 2005-2008 data (Pratt et al., 
2011).  The most current NCHS data brief revealed more females than males used 
antidepressants, antidepressant use was highest among non-Hispanic White persons, and 
no significant difference was found in antidepressant use solely based on income (Pratt et 
al., 2011).  In terms of duration of use, 60% of persons used antidepressants for two to 
five years, 13.6% used them for 10 or more years, and no significant difference was 
found in duration of use between males and females (Pratt et al., 2011).  Figure 4 
illustrates statistics related to antidepressant use in relation to gender and age in persons 
over 12 in the United States.   
14 
 
 
 
 
Figure 4.  Percentage of persons aged 12 and over who take antidepressant medication by 
age and sex: United States. 
 
 The financial impact of depression and the treatment thereof are among the 
highest of all recognized chronic health conditions.  In 2013, 6.10% of the total U.S. 
population (304,059,724) were being treated for depression (CDC, 2013b).  The number 
of U.S. persons being treated was reported to be 18,657,000, at a cost of $3,540 per 
person per year.  Based on these statistics, the total cost of care provision and treatment 
of U.S. persons diagnosed with depression was $66,130,000 per year.  In Colorado, 
statistics revealed out of a total population of 4,939,456, 6.0% or 294,800 persons were 
treated for depression at a cost of $3,800 per person per year, bringing the total cost of 
caring for and treating persons diagnosed with depression in Colorado to $1,119,000 
(CDC, 2013b; see Appendix I). 
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Theoretical Framework 
 Much of the theoretical foundation guiding adolescent risk behavior and mental 
health research is rooted in multidisciplinary social and interpersonal theory (King & 
Merchant, 2008).  The integrated theory of behavior change (ITHBC) is a modern 
midrange descriptive theory supporting the belief that through person-centered care and 
interventions, “health behavior change can be enhanced by fostering knowledge and 
beliefs, increasing self-regulation skills and abilities, and social facilitation” (Ryan, 2009, 
p. 161).  Based on this theory, longitudinal health outcomes are positively influenced by 
enhancing self-management behaviors.  Recent research revealed 50% of illnesses are 
causally related to personal health risk behaviors.  As a major player in the U.S. 
healthcare system, primary care providers are increasingly challenged to play a more 
significant role in facilitating positive self-regulation and self-care behaviors in our 
patients (Ryan, 2009).  Figure 5 shows a schematic of the ITHBC. 
 
 
Figure 5.  Schematic of the integrated theory of behavior change. 
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A growing body of evidence suggested management of chronic illness requires 
certain core behaviors including having access to and utilizing resources to obtain needed 
medications, care and/or supplies, accurately self-administering medications and 
performing self-care activities, recognizing and following-up with healthcare providers 
when they experience adverse events, unexpected outcomes or failure to 
improve/progress as expected, and management of emotions related to patients’ chronic 
condition(s) and the impact thereof on their lives and their families (Ryan, 2009).  
Behavior change theory applies to health promotion as well.  Health behaviors like 
physical activity, nutritional choices, stress management/coping strategies, moderation of 
alcohol consumption, and smoking cessation positively impacted long-term health 
outcomes (Ryan, 2009). 
Although much research has been done on factors that positively and negatively 
impact health, relatively sparse literature is available on evidence-based interventions 
designed to facilitate behavior change, thus positively impacting individual and global 
health outcomes.  Furthermore, research studies supporting behavior change-focused 
interventions resulting in positive outcomes are often not consistent with actual outcomes 
related to these evidence-based interventions in clinical practice.  Fostering change in 
health-related behaviors of patients is a complex process.  Research showed healthcare 
providers tend to overestimate their patients’ motivational level and ability to make and 
maintain behavior changes aimed at improving their current and longitudinal health 
outcomes (Ryan, 2009). 
Research demonstrated a lack of evidence-based support for many long-held 
assumptions related to behavior change.  Among these are the assumption that socio-
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demographic characteristics significantly impact engagement in health behavior change 
and providing information to increase a patient’s knowledge related to factors and 
behaviors that impact their health could lead to positive behavior change and 
improvement in health outcomes.  Interventions consistent with more recent health belief- 
related theoretical frameworks, e.g., the health belief model, the health promotion model, 
and the theory of reasoned action tend to foster initiation but not maintenance of healthy 
behaviors leading to improved outcomes (Ryan, 2009). 
The ITHBC as a midrange theory is designed to be used by nurse practitioners 
and other healthcare providers to guide clinical interventions that foster both initiation 
and maintenance of positive health behavior change and improvement in current and 
long-term health outcomes of our patients.  Ryan (2009) asserted, “Although a great deal 
has been learned about health behavior change, challenges to nurses and other healthcare 
professionals are increasing. New theories are needed, theories building on past 
conceptual and empirical work” (p. 164). 
Reach, Effectiveness, Adoption, Implementation, and  
Maintenance Assessment 
 
 The acronym RE-AIM represents the key components of the reach, effectiveness, 
adoption, implementation, and maintenance tool developed by Glasgow, Vogt and Boles 
(2015).  It was used to assess Longs Peak Family Practice; their protocols for identifying, 
managing, and referring adolescent patients with risky behaviors and mental health 
concerns; and to determine areas of need and receptiveness to change in areas to be 
addressed by this capstone project.  Each component was scored on a confidence scale of 
0 to 10 with 10 being the highest level of confidence.  This assessment was intended to 
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identify and prioritize areas of need--in this case, regarding the protocol for identification, 
management, and referral of adolescent patients with risky behaviors. 
Reach--Confidence Rating of 7 
 The current protocol at Longs Peak Family Practice is to have all adolescent 
patients ages 12-18 fill out the Longs Peak Adolescent Questionnaire (LPAQ; see 
Appendix P) during well-child checks and sports physicals.  Adolescent patients at Longs 
Peak Family Practice include both males and females of multiple ethnicities (primarily 
Caucasian and Hispanic); most are insured but come from a wide range of socioeconomic 
statuses.  Strengths of Longs Peak Family Practice in terms of reach include a consistent 
provider base; a suburban, small clinic setting; and longevity of patient provider 
relationships.  Barriers to the reach of identifying and managing adolescent patients with 
risky behaviors include sporadic healthcare utilization and inconsistent treatment 
adherence and follow-up by adolescents with identified risky behaviors, particularly older 
adolescents.  While strengths of this practice help to minimize the impact of identified 
barriers, sporadic healthcare utilization and inconsistent follow-up are an inherent 
component of providing care for adolescents.  Incorporation of an evidence-based, more 
consistent and efficient protocol for identification, management, and referral of 
adolescents with risky behaviors would increase this practice’s ability to overcome these 
barriers.   
Effectiveness--Confidence Rating of 6 
The LPAQ has been used for assessment of adolescent risky behaviors for three 
years.  Although the questions for the LPAQ were compiled from evidence-based 
resources, the validity of this questionnaire has not been formally established.  Current 
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protocol for management of adolescent patients with identified risky behaviors includes a 
follow-up visit to address concerns, social work/case management, and/or referral to a 
mental/behavioral health provider for more intensive treatment and management.  
Strengths impacting effectiveness include generally strong evidence-based, focused 
practice by providers and partnering with a local mental health office for referral for more 
intensive treatment.  Barriers to effectiveness include inconsistency among providers in 
the identification, management, and referral of adolescent patients with risky behaviors.  
Limited resources for mental and behavioral referral also present a significant challenge.  
Validation of the LPAQ would increase this practice’s ability to overcome these barriers.  
This parameter was the focus of interventions developed during this capstone project due 
to the relatively low level of confidence in the effectiveness of the current non-validated 
version of the LPAQ and a need for a more streamlined, evidence-based guideline for 
identification, management, and referral of adolescent patients with risky behaviors. 
Adoption--Confidence Rating of 9 
Longs Peak Family Practice is a progressive practice that values patient-focused, 
evidence-based care.  The provider who compiled the questions and handled provider-
driven modifications since introducing the LPAQ three years ago is the practice’s 
champion for improving the care of adolescent patients.  A key strength is the 
progressiveness of this practice; the providers at Longs Peak Family Practice can be 
expected to readily adopt interventions aimed at enhancing the effectiveness of their 
identification, management, and referral practices.  Barriers to adoption include time 
constraints and educational needs regarding interventions aimed at enhancing the 
effectiveness of their identification, management, and referral practices.  The presence of 
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a provider who is a champion for improving care and outcomes for adolescent patients 
and the impact of risky behaviors and an active participant in this capstone project would 
help the practice overcome these barriers. 
Implementation--Confidence Rating of 8  
Although confidence in the adoption of the interventions aimed at improving the 
effectiveness of the identification, management, and referral of their adolescent patients 
with risky behaviors is high, confidence that the evidence-based protocol would be fully 
implemented by all providers in the practice is a less optimistic.  Implementation of the 
interventions involves some cost as it takes providers time to make suggested changes 
based on recommendations generated as a result of this capstone project.  Although 
Longs Peak Family Practice is a progressive practice, inherent time constraints and effort 
on the part of providers and support staff might be significant barriers, thus impacting 
implementation.  The progressiveness of the practice, the presence of a provider who is a 
champion for improving care and outcomes for adolescent patients and the impact of 
risky behaviors, and an active participant in this capstone project might help the practice 
overcome these barriers as well. 
Maintenance--Confidence Rating of 9 
Confidence in the continued use of the intervention aimed at enhancing the 
effectiveness of the practice’s identification, management, and referral of adolescent 
patients with risky behaviors is high.  The strength of this confidence lies in the 
likelihood that once implemented, the efficiency and effectiveness of identifying, treating 
and/or referring adolescent patients will be significantly improved, which would 
encourage ongoing use of the interventions by providers at Longs Peak Family Practice.  
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Barriers to maintenance include the need to maintain practice changes needed to continue 
to use the recommended interventions.  The efficiency and effectiveness, potentially 
leading to economic benefit of using interventions recommended as a result of this 
capstone project, would encourage continued use by providers.  The presence of a 
provider who is a champion for improving care and outcomes for adolescent patients and 
the impact of risky behaviors, and an active participant in this capstone project who is 
familiar with the process and benefit of questionnaire validation, might help the practice 
overcome these barriers. 
Problem Statement 
 
The evidence-based population, intervention, comparison, outcome, and time 
(PICOT) format as defined in Melynk and Fineout-Overholt (2011) was used to frame the 
following research questions for this project: 
Q1 Does identification and incorporation of appropriate evidence-based 
clinical practice guidelines enhance the ability of providers at Longs Peak 
Family Practice to identify, manage, and appropriately refer adolescent 
patients aged 12-17 with risky behaviors and mental health concerns? 
 
Q2 Does the Longs Peak Adolescent Questionnaire (LPAQ), result in 
accurate identification of adolescent risky behaviors and mental health 
concerns in a primary care setting as evidenced by interrater consensus of 
professionals in adolescent primary care and mental health during Spring 
of 2017? 
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CHAPTER II 
 
 
PROJECT DESCRIPTION  
 
 
Project Objectives 
Based on the RE-AIM assessment, the following two objectives were identified 
that aimed at meeting the need for enhancing the effectiveness of identification, 
management and referral of adolescent patients at Longs Peak Family Practice: 
1. To identify and facilitate adoption and implementation of appropriate 
evidence-based clinical practice guidelines. 
2. To establish the Longs Peak Adolescent Questionnaire (LPAQ) as a valid 
tool for the identification, management, and appropriate referral adolescent 
patients with risky behaviors and mental health concerns.   
Longitudinal health outcomes have been shown to be positively impacted by 
modifying risky behaviors in adolescents and children.  It is well supported by available 
data that to effectively improve outcomes in adolescents diagnosed with depression, it is 
important to have a clear plan and adequate resources for identification and management 
of these patients. 
Literature Review Parameters 
As recommended for evidence-based projects of this nature, the evidence-based 
PICOT question was used to guide this literature search.  The literature review process 
for this capstone project was performed using multiple data bases such as Cumulative 
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Index for Nursing and Allied Health Literature (CINAHL), Cochrane Database of 
Systematic Reviews, ProQuest, Elsevier, Sage Publications, Science Direct, ProQuest 
Dissertation Publications.  Search terms included combinations of adolescent, depression, 
risk behaviors, screening, evidence-based, standardized, practice, guidelines, protocol, 
peer reviewed, and systematic review.  This literature search revealed 94 references, of 
which 42 were selected for use during the course of this capstone project. 
Literature Review 
To identify appropriate evidence-based clinical practice guidelines and determine 
the validity of the LPAQ to measure risky behaviors and mental health indicators in 
adolescents, an extensive review of available current literature was performed. 
Identification of Appropriate Evidence- 
Based Practice Guideline 
 
Ham and Allen (2012) asserted, “Serious health problems, risky behavior and 
poor health habits persist among adolescents despite access to medical care” (p. 1109).  
They went on to discuss inconsistent seeking of knowledge regarding prevention of 
morbidity and mortality related to risky behaviors by adolescents and inconsistent 
provision of this information by providers caring for adolescent patients as a key factor in 
the persistence of these issues.  Although clear, evidence-based guidelines are available 
for depression, obesity, and testing for human immunodeficiency virus (HIV) and other 
sexually transmitted infections among adolescents, evidence-based guidelines for 
addressing unintended pregnancy, substance abuse, and morbidity and mortality due to 
unintentional accidents and violence is “scant” (Ham & Allen, 2012, p. 1109).  While 
there is a significant dearth of evidence-based guidelines, an extensive literature review 
revealed the screening, brief intervention and referral for treatment (SBIRT) practice 
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guideline as an appropriate evidence-based clinical practice guideline for the 
identification, management, and referral of adolescents with risky behaviors and mental 
health concerns, primarily depression. 
The screening, brief intervention and referral for treatment (SBIRT; Substance 
Abuse and Mental Health Services Administration [SAMHSA], 2017) guideline was 
developed as a collaborative effort between SAMHSA and the Health Resources and 
Service Administration (HRSA).  The SBIRT was first introduced in Colorado in 2007 
and is defined by SAMHSA (2017) as “a comprehensive, integrated, public health 
approach to the delivery of early intervention for individuals with risky alcohol and drug 
use, and the timely referral to more intensive substance abuse treatment for those who 
have substance use disorders” (p. 1).   
 Screening refers to the use of standardized screening instruments to identify risky 
behavior and/or mental health conditions.  Examples of widely used, evidence-based 
assessment tools include the Patient Health Questionnaire 2 (PHQ-2) with reflexive 
Patient Health Questionnaire for Adolescents (PHQ-A) for adolescent patients with a 
positive response to one or both questions included in the Patient Health Questionnaire 2 
(PHQ-2) for depression and the CRAFFT screening tool and the Alcohol Use Disorders 
Identification Test (AUDIT-C) with reflexive Alcohol Use Disorders Identification Test 
(AUDIT) for alcohol use (SAMHSA, 2017).  Online evidence-based screening tools 
include an online version of the AUDIT screening instruments and NIDAMED screening 
for drug abuse (SAMSHA, 2017).  Rethinking Drinking is an interactive and 
informational website that facilitates self-assessment and motivation of at-risk drinking 
behaviors by people who might be unhealthy alcohol users (SAMHSA, 2017). 
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 Brief intervention is an office-based intervention aimed at identifying actual or 
potential unhealthy substance use and using motivational techniques to facilitate behavior 
change.  Brief intervention is seen as a process that helps the patient set and reach goals 
to decrease or eliminate their substance use.  The brief intervention protocol is comprised 
of several elements including feedback regarding screening scores, education on health 
risks and guidelines for identification and treatment, education regarding normative use 
and behavior, empathy and simple guidance, information on resources for treatment and 
support, and positive patient provider relationship and case management for patients with 
high risk or complicated dependency/addiction.  A key component of brief intervention is 
multiple encounters including motivational interviewing techniques (SAMHSA, 2017).  
Bein (cited in Carney, Meyers, Louw, & Okwunda, 2016) described typical elements of 
the motivational interviewing component of the brief intervention (also known as the 
FRAMES model):  
Feedback on behavior and its consequences to the client 
Responsibility for change as responsibility of the individual 
Advice for change 
Menu of options for change 
Empathy 
Self-Efficacy for change. 
Referral for treatment is a key component of multidisciplinary treatment and 
management of adolescents with behavioral or mental health concerns.  The SBIRT 
guideline (SAMHSA, 2017) recommended referral to treatment for patients whose 
behavioral or mental health concerns were not sufficiently managed by brief intervention 
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and treatment available in the primary care setting.  A common behavioral concern 
among adolescents affecting approximately 75% of high school seniors is alcohol and/or 
substance use.  Bright Futures (Hagan et al., 2008) recommends referral of adolescents 
whose level of alcohol/substance use meets the definition of abuse or dependence.  Bright 
Futures, in an adaptation from APA (2009) diagnostic criteria, defines abuse as the 
presence of one or more of the following four: substance-related problems at school, 
work, or home; use of substance in hazardous situations (driving a car); substance-related 
legal problems; and/or continued use despite problems or arguments with friends or 
family.  Dependence is defined as meeting three or more of seven criteria: tolerance; 
withdrawal (physiological or psychological); using more of substance or for longer 
periods than intended; unsuccessful attempts to quit or cut down use of substance; 
spending a great deal of time obtaining, using, or recovering from effects of substance; 
giving up important activities because of substance use; and continued use of substance 
despite medical or social problems caused by substance use (Knight, Roberts, Gabrielli, 
& Van Hook, n.d.).  Of all of the components of the SBIRT model, referral for treatment 
presents the most significant challenge, largely due to the scarcity of providers and 
institutions that provide services for adolescent risk behaviors such as substance abuse. 
The Longs Peak Adolescent  
Questionnaire 
 
Use of the PHQ-2 (Kroenke, Spitzer, & Williams, 2003) as a global screening tool 
and the PHQ-A (Johnson et al., 2002) as a more comprehensive assessment aiding in 
diagnosing and monitoring the treatment of adolescent depression was well established in 
the literature, as well as in clinical guidelines.  The YRBSS (Kann et al., 2014) is the 
national gold standard used in biennial monitoring of youth risk behaviors and mental 
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health indicators by the CDC.  The LPAQ (see Appendix P) used by Longs Peak Family 
Practice (2016), which incorporates selected questions from the YRBSS and PHQ-2 with 
reflexive administration of the PHQ-A, was validated.  Questions for this tool were 
initially compiled by one of the providers at Longs Peak Family Practice in 2013 due to a 
practice-identified need for a succinct global measure for assessing adolescent risky 
behaviors and mental health concerns.  The LPAQ is a mixed format (multiple choice, 
rating, short answer) self-report questionnaire designed to gather information from 
adolescent patients in terms of healthy behaviors, risky behaviors, and mental health. 
This questionnaire along with the PHQ-A and other practice related documents are 
included in the Adolescent Packet given to all adolescents aged 12-17 at well-child visits. 
The format and questions included are similar to another tool available on the internet 
known as the Adolescent Behavior Survey: Trigger Questionnaire (Adolescent Quality 
Improvement Work Group, n.d.; see Appendix Q).  During the development of the 
LPAQ, validated questions from this tool were combined with validated questions from 
the PHQ-2.  The PHQ-A is filled out by adolescents who respond positively to one or 
both PHQ-2 questions.  During the evolution of the LPAQ, the behavioral health portion 
of the questionnaire was modified significantly based on consensus of providers at Longs 
Peak Family Practice.  Although validated questions were used during the development 
of the LPAQ, the compilation of questions from different tools, along with the revisions 
made over time since the original questionnaire was developed, establishing validity of 
the LPAQ was warranted.  This instrument had not been previously evaluated in this 
manner. 
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Other similar questionnaires worth noting were the RAAPS Questionnaire 
(Possibilities for Change, 2017; see Appendix R) and the Student Health Questionnaire 
for middle school students (Colorado Department of Health Care Policy and Finance et 
al., 2013) and high school students (Colorado Department of Health Care Policy and 
Finance et al., 2015; see Appendix S).  These questionnaires appeared to have 
components of the PHQ-2, PHQ-A (Johnson et al., 2002) and the YRBSS (Kann et al., 
2014) but have significantly different content and format than the LPAQ (Longs Peak 
Family Practice, 2016).  The Student Health Questionnaires also contained questions 
from the RAAPS and CRAFFT assessments (Colorado Department of Health Care Policy 
and Finance et al., 2013, 2015).   
Establishing Validity of the Youth Risk Behavior  
Surveillance Survey 
Establishing the LPAQ as a valid tool for identifying risky behaviors and mental 
health concerns was a key component of incorporating evidence-based care for 
adolescent patients with risky behaviors and mental health concerns at Longs Peak 
Family Practice.  Before embarking on a discussion about validity of this questionnaire, it 
is pertinent to discuss the meaning of this term.  The term validity refers to the ability of 
the instrument to accurately measure what it is intended to measure (Bensley, 1997).  It is 
also important to discuss the validity of the instruments used in the compilation of 
questions included in this questionnaire. 
The YRBSS (Kann et al., 2014) questionnaire included more than 90 questions on 
a wide variety of health-related behaviors and mental health indicators.  Due to the 
magnitude of the questionnaire items and associated results, specific validity measures 
for the surveillance as a whole were available but extensive enough as to be beyond the 
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scope of this project.  The executive summary addressing this issue focused on the 
validity of self-administered school-based surveys.  Bensley (1997) stated the intent of 
this summary was to serve as an overview of the validity of the YRBSS but might be 
considered as applicable to self-administered school-based surveys in general. 
Research has demonstrated validity of this survey when compared with results of 
adolescent studies on self-reported alcohol and other drug use, tobacco use, suicidal 
ideation, sexual behavior, dietary behaviors, and physical activity (Brener et al., 2002, p. 
341).  When comparing methodologies, self-report surveys demonstrated intermediate 
validity when compared with telephone surveys (low validity) and physiological 
measures (high validity).  Anonymity was positively correlated with validity across all 
measures (Washington State Department of Health, 1997).  In terms of validity, this 
summary discussed limitations of self-report measures including “memory, cognitive 
biases such as a desire to present oneself in a positive way and other intentional and 
unintentional sources of inaccuracy” (Washington State Department of Health, 1997, p. 
1).   
One example of specific reliability and validity assessment was for overweight 
and obesity indicators (Brener, McManus, Galuska, Lowry, & Howell, 2003).  The 
reliability of overweight and obesity measures was tested using the test-retest method.  
Results showed self-reported weight of 67.0kg and 67.2kg for a mean Time 1 and Time 2 
difference of -0.08 (Pearson r 0.93, 95% CI -0.11, 0.05).  Self-reported height was 1.69m 
and 1.70m for a mean Time 1 and Time 2 difference of -0.03 (Pearson r 0.93, 95% CI -
0.13, -0.04.  The mean Time 1 and Time 2 difference for BMI was 0.49 (Pearson r 0.87, 
95% CI -0.91, -0.065).  Results of Brener et al. (2003) study demonstrated validity in 
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prevalence of 14.5% for overweight and 14.8% for obese at Time 1 and prevalence of 
13.2% for overweight and 13.2% for obese at Time 2.  The study results showed no 
significant differences based on gender, school grade, or race/ethnicity (Brener et al., 
2003). 
Correlational validity assessment of self-report overweight and obesity measures 
resulted in correlations of 0.90 for height, 0.93 for weight, and 0.89 for BMI.  During this 
study, female students tended to underreport their weight (mean difference -4.5, Pearson 
r 0.94).  Height was most frequently overreported by White students (mean difference 
2.9, Pearson r 0.93).  Self-report of height was the variable with the poorest correlation 
overall with increasing deviation as grade in school progressed.  Overall, the Brener et 
al., 2003 concluded the results from Time 1 and Time 2 were highly correlated and based 
on these results, overweight and obesity were likely underestimated based on self-report. 
Validity of Patient Health Questionnaire  
for Adolescents  
The PHQ-A was defined as “a self-administered instrument that assesses anxiety, 
eating, mood and substance use disorders among adolescent primary care clients.” 
(Johnson et al., 2002, p. 196).  Mental health conditions assessed by PHQ-A include 
generalized anxiety disorder, panic disorder, bulimia nervosa, major depressive disorder, 
dysthymic disorder, and substance abuse disorders (Johnson et al., 2002, p. 197).  In a 
PHQ-A validation study by Johnson et. al. (2002), the following questions were explored: 
(a) “Are diagnoses made with the PHQ-A as accurate as diagnoses made by mental health 
professionals (MHPs) as the criterion standard?”; (b) “Is the prevalence of mental 
disorders identified using the PHQ-A comparable to that obtained from MPH interviews, 
and to that obtained in other primary care studies?”; and (c) “Is the construct validity of 
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the PHQ-A comparable to the original PRIME-MD interview with regard to impaired 
functioning, distress and poor overall health?” (p. 197).  The study sample included 403 
English-speaking adolescents (36.7% male, 63.3% female) between 13 and 18 years of 
age (mean age--15.9, SD--1.24 years) without identified mental health disorders or 
mental retardation and at least nine years of education.  The ethnicity breakdown of this 
sample was 77.2% White, 12.4% Hispanic, 4.2% African American, 2.2% Asian or 
Pacific Islander, 1.5% Native American, and 2.2% Other.   
The validation process consisted of completed and mailed in PHQ-A 
questionnaires from each participant followed by a telephone interview by a licensed 
psychologist using clinical interview questions from the Primary Care Evaluation of 
Mental Disorders (PRIME-MD) Clinical Evaluation Guide (CEG) assessing anxiety, 
depression, eating, mood and substance use (Johnson et al., 2002, p. 198).  Potentially 
confounding mental health issues were ruled out by starting the telephone interview with 
questions from the Structured Clinical Interview for Diagnostic and Statistical Manual 
(SCID) assessment regarding overall functioning, mood, recent stressful life events and 
family or work problems.  Methods used to establish validity include computation of 
diagnostic agreement coefficients and covariant analysis (Johnson et al., 2002). 
Results of this study revealed “the PHQ-A demonstrated satisfactory sensitivity 
specificity, diagnostic agreement and overall diagnostic accuracy, compared with clinical 
interview” (Johnson et al., 2002, p. 196).  Other findings included “Adolescents with 
PHQ-A diagnoses experienced significantly poorer mental and overall functioning, more 
physical pain, and poorer overall health compared with those without psychiatric 
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disorders” (Johnson et al., 2002, p. 196), conclusions whose statistical significance 
persisted when variables of age, gender, ethnicity, and site were. 
Synthesis of Literature 
 A thorough review of the literature revealed mental health concerns and 
adolescent risk behaviors had a significant negative impact on adolescent morbidity and 
mortality.  Mental health concerns and adolescent risk behaviors also led to significant 
social, emotional, and economic concerns for adolescents as they grew older.  The SBIRT 
was identified as an appropriate evidence-based guideline for the identification, 
management, and appropriate referral of adolescent patients with risky behaviors and 
mental health concerns.  Tools used in the compilation of the questions for the LPAQ 
were the YRBSS (Kann et al., 2014) and the PHQ-2 with reflexive PHQ-A (Johnson et 
al., 2002); both were found to have moderate or higher levels of validity when evaluated 
as screening instruments to identify mental health conditions and risky behaviors among 
adolescents.  The summary from Washington Department of Health (1997) discussed 
limitations of self-report surveys.  In this summary, self-report surveys were found to 
have intermediate validity when compared to phone surveys and physiologic measures. 
This project consisted of two primary objectives.  Objective one of this capstone 
project involved identifying and facilitating adoption and implementation of a clear, 
evidence-based practice guideline for the identification, management, and appropriate 
referral of adolescent patients with risky behaviors and mental health concerns at Longs 
Peak Family Practice.  An extensive literature review revealed the SBIRT was an 
appropriate evidence-based guideline for the identification, management, and appropriate 
referral of adolescent patients with risky behaviors and mental health concerns. 
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  Objective two of this capstone project was to establish validity of the LPAQ.  
Although the validity of many components of the LPAQ had previously been established, 
it was reasonable to re-establish the validity of these components as the entirety of this 
questionnaire had not been tested in this manner.  Establishing the LPAQ as a valid 
instrument would lend evidence-based credibility to its use at Longs Peak Family 
Practice (2016) and potentially other primary care settings that serve adolescents.  The 
validity phase of this project focused on the behavioral health portion of the LPAQ as the 
PHQ-2 and PHQ-A, which are included in the LPAQ and packet, are well established as 
valid tools for assessment of depression in adolescents. 
Capstone Project Congruence with  
Organization’s Strategic Plan 
This project was done in collaboration with Longs Peak Family Practice and the 
developer of the Longs Peak Adolescent Questionnaire (see Appendix T for Statement of 
Mutual Agreement).  Longs Peak Family Practice’s (2016) strategic plan was evidenced 
by information included on the organization’s website:  
Choosing a healthcare provider is one of the most important decisions you can 
make! You want someone who is caring, personable, knowledgeable, and 
accessible. Someone willing to take the time to go over all of your options and 
treat you as a person, not just a patient. At our family practice, we pride ourselves 
on our patient service. We offer a personable and knowledgeable staff, a caring 
environment, and a respected reputation.   
 
 Mission: Quality, comprehensive, timely, personalized health, wellness, 
and sports medicine. (p. 1) 
 
Their vision included optimizing “personalized, compassionate health care” and 
maintaining “high quality of care using patient-driven treatment plans, data registries, 
quality control measures, patient outreach, clinical trials programs, serial process analysis 
(gap analysis), patient input.”  Stated values included “caring, timely, quality, personal, 
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team approach, comprehensive, careful, compassionate, efficient, cost-aware” (Longs 
Peak Family Practice, 2016, p. 1). 
Longs Peak Family Practice’s stated strategy includes focusing on achieving the 
above-mentioned mission, vision, and values.  Key elements of this strategy included 
maintaining the essence of a primary care medical home, which they defined as 
“accountable for meeting the large majority of each patient’s physical and mental health 
care needs, including prevention and wellness, acute care, and chronic care” (Longs Peak 
Family Practice, 2016, p. 1).  Key elements of their strategic plan congruent with this 
capstone project included “identification of risk factors (e.g., standardized mechanism for 
identification of health and risk factors that trigger “evidence-based decision support, 
guidelines, and reminders” and the following statement: “Accountability and 
measurability are important; accomplished using written care plans, registry 
functionality, clinical quality data measures and reports, strategic office planning and 
meetings, patient-satisfaction surveys, and audits as needed” (Longs Peak Family 
Practice, 2016, p. 1). 
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CHAPTER III 
 
 
PROJECT DESIGN 
 
 
Evidence-Based Project Plan 
 
The first step of this capstone project was completion of a RE-AIM assessment to 
identify areas of need with regard to the identification, management, and referral of 
adolescents with risky behaviors.  Improving the effectiveness of the practice in 
identifying, managing, and referring adolescent patients with risky behaviors and mental 
health concerns was identified as the principle area of intervention needed to enhance 
care for these patients at Longs Peak Family Practice.  Objectives for this study were 
chosen based on these results. 
The first objective of this project involved identification of an appropriate practice 
guideline for identification, management, and referral of adolescents with behavioral and 
mental health concerns.  An extensive literature search revealed the evidence-based 
SBIRT developed by SAMHSA (2017).  The SBIRT is structured around its three main 
components: screening (using standardized screening tools), brief intervention including 
feedback and advice, and referral to treatment (for patients who would benefit from 
additional services; SAMSHA, 2017). Facilitating adoption, implementation, and 
maintenance of these evidence-based practice components was completed as part of this 
objective. 
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The second objective of this project was to establish the LPAQ as a valid 
assessment for identifying adolescent patients with risky behaviors and mental health 
concerns at Longs Peak Family Practice.  Validity, as it applies to evaluation of 
questionnaires, is defined as “the degree to which the evidence supports that the questions 
included in the questionnaire measure what they are intended to measure and that the 
method used to interpret results is appropriate (Moskal & Leyden, 2000, p. 1).  Validity 
of a questionnaire can be evaluated in terms of (a) content validity--the extent to which 
the questionnaire adequately addresses the full scope of content the questionnaire is 
intended to examine; (b) face validity--the extent to which the questionnaire measures 
what it is intended to measure; (c) criterion or predictive validity--the extent to which the 
scores on the questionnaire accurately predict intended criteria; and (d) concurrent 
validity--the extent to which the scores on the questionnaire are consistent with results of 
other questionnaires with established reliability and validity (Data Analysis Australia, 
n.d.).  Based on the nature and subject matter of this project, content and face validity 
were the focus of meeting this objective. 
The Delphi technique is a widely used, evidence-based method of establishing 
consensus among experts--in this case, establish content and face validity of the LPAQ.    
The Delphi technique uses a series of questionnaires to collect data and establish 
consensus from a selected expert panel.  The questionnaires used during the Delphi 
process are “continuously iterated” until evidence of consensus has been achieved. (Hsu 
& Sanford, 2007).  Dalkey (cited in Yousuf, 2007) stated the Delphi procedure is “a rapid 
and efficient way to cream the tops of the heads of a group of knowledgeable people” (p. 
2).  The Delphi technique appeared to be the most effective means of establishing 
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consensus among experts chosen to evaluate the content of the items of the LPAQ and 
the objectives of this project. 
The Delphi technique used to address objective two of this study included two 
rounds of questions: 
1. The first round consisted of a questionnaire sent to each of the selected 
experts asking for their professional opinions and suggested modifications 
of the LPAQ and each of its components (see Appendix U). 
2. The second round involved sending results of round one, which included 
comments, recommendations for modification of the LPAQ, and the general 
consensus.  Experts were then asked to either agree with the general 
consensus of the group or discuss reasons they declined to come to 
consensus with the other expert participants. 
Timeline for Capstone Project 
 The timeline for this capstone project began with approvals (site and capstone 
committee in September 2016); proposal including project design (October-November 
2016); proposal defense (December 2016); Institutional Review Board (IRB) approval 
(March 2017); data collection, analysis of data, and development of practice guidelines 
and resource list (March 2017); and capstone defense and dissemination of results (March 
21, 2017 and ongoing).   
Evaluation  
 Upon completion of phase one of this capstone project, information on practice 
guidelines based on the SBIRT (SAMHSA, 2017) model was shared with providers at 
Longs Peak Family Practice and implementation strategies were discussed for parts of 
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this model not already in place.  A modified version of Delphi process, which involved 
giving providers the opportunity to discuss their thoughts and come to consensus 
regarding proposed changes and willingness to use the revised Longs Peak Adolescent 
Survey during adolescent visits at Longs Peak Family Practice, was used during 
evaluation of this project.  Permission to disseminate and possibly publish the LPAQ 
along with validity results revealed during this capstone project was discussed and 
consented to as part of the Statement of Mutual Agreement with Longs Peak Family 
Practice (see Appendix T). 
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CHAPTER IV 
 
 
RESULTS AND OUTCOMES 
 
 
Objective One: Identification of Evidence-Based  
Practice Guidelines 
 
Extensive review of available literature revealed the SBIRT (SAMHSA, 2017) as 
an appropriate evidence-based practice guideline for the identification, management, and 
referral of adolescents with risky behaviors and mental health concerns.  Essential 
components of the SBIRT model included:  
1) brief intervention (5-12 sessions lasting 5-10 min), 2) universal screening of all 
patients, 3) focus on one or more specific risky alcohol and/or drug use, provision 
of services in a setting other than a substance abuse treatment facility, 4) must be 
comprehensive, including all components of the Screening, Brief Intervention and 
Referral to Treatment (SBIRT) model and 5) must be strongly supported by 
research or empirical evidence. (SAMHSA, 2017, p. 2)   
 
Although most SBIRT research has been focused on risky alcohol and substance 
use, SAMHSA (2017) asserted that these guidelines might also be an effective model for 
addressing depression, anxiety, posttraumatic stress disorder, and other mental health 
concerns.  Figure 6 illustrates a flow chart for the SBIRT process (SAMHSA, 2011, p. 5). 
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Figure 6.  Flow chart for the screening, brief intervention and referral for treatment 
process. 
 
 The most significant key factor impacting objective one was the dearth of clear 
evidence-based guidelines for identification, management, and referral of adolescent 
patients with risky behaviors.  The broad range of adolescent risk behaviors made 
identifying key terms for the literature search challenging.  Another key factor impacting 
objective one was the inherent challenges associated with facilitating adoption and 
implementation of a new tool and practice guidelines given associated time constraints 
and educational needs. 
Objective Two: Validation of the Longs Peak  
Adolescent Questionnaire 
 Objective two of this project was to establish validity of the Longs Peak 
Adolescent Questionnaire (LPAQ).  The Delphi method was used in this project; expert 
participants were asked their opinions on the content, questions, and usability of the 
LPAQ in response to the Delphi Round One survey.  Expert participants in this phase of 
the project included one family practice physician, a mental health/substance abuse 
counselor, an adolescent psychology nurse practitioner, an adolescent primary care nurse 
practitioner, and two pediatric primary care nurse practitioners.  All expert participants 
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specialized in caring for adolescent patients in their respective fields.  Questions and 
results of the Delphi Round One survey are presented in Appendix U. 
Round two of the Delphi Study involved emailing the results, general consensus, 
comments, and recommendations from round one to all expert participants.  Participants 
were asked to either indicate concurrence or non-concurrence with the general consensus 
of the majority of expert participants.  If not concurring with the general consensus, 
participants were asked to indicate their rationale for not concurring with general 
consensus. 
All expert participants responding to this round of the Delphi study indicated they 
concurred with the general consensus and had no further comments.  Having reached 
consensus and having established the LPAQ as a valid tool for identifying adolescent 
patients with risky behaviors and mental health concerns at Longs Peak Family Practice, 
the Delphi study was concluded.  All expert participants were thanked for their 
participation in this study and invited to contact the researcher for questions or more 
information about the study or this capstone project. 
Data Collection Timeline 
 The Delphi method is an evidence-based method widely used for studies of this 
nature.  The phase 1 survey and informed no signature consent (see Appendices T and V) 
used for this project were developed in February of 2017 in preparation for completion of 
the IRB application packet.  The IRB granted approval to the capstone as an Exempt 
study on March 1, 2017 (see Appendix W).  The first wave of phase 1 surveys was 
emailed to expert participants on March 2, 2017 with a reminder on March 5, 2017 and a 
thank you message to respondents on March 9, 2017.  The second wave of phase 1 
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surveys was sent on March 8, 2017 with reminders on March 11, 2017 and 
reminder/thank you messages on March 15, 2017.  
Key Factors Impacting Objective  
Two 
One key factor that impacted this objective once the phase 1 survey was created 
was choosing an electronic format for the survey and modifying the survey as needed to 
fit the format of electronic version of the survey (Qualtrics).  Another key factor 
impacting this study was identifying and securing participation of appropriate adolescent 
behavioral and mental health expert participants.  While seven potential participants were 
approached, only four actually completed the study.  Although multiple reminders were 
sent, the short timeframe and quick turn-around time needed might have contributed to 
this issue.  
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CHAPTER V 
 
 
RECOMMENDATIONS AND IMPLICATIONS  
FOR PRACTICE 
 
 
Objective One: Practice Guidelines 
 
The first objective for this project was to identify and facilitate adoption and 
implementation of evidence-based practice guidelines for identification, management, 
and referral of patients with risky behaviors and/or mental health concerns.  Longs Peak 
Family Practice currently uses the LPAQ for screening and then follows positive 
responses with evidence-based tools for specific concerns such as the PHQ-A (Johnson et 
al., 2002) for mental health concerns and the CRAFFT (SAMHSA, 2017) screening for 
adolescent substance abuse.  Longs Peak Family Practice’s (2016) current policy for 
management and referral of patients with identified risky behavior(s) and/or mental 
health concerns, depending on the concern identified, might include (a) follow-up after 
physical (identification) to specifically address concerns. (b) case manager calls 
adolescent and/or adolescent’s family to follow-up on concerns, and/or (c) referral to 
counselor/psychiatrist.  Longs Peak Family Practice currently has community 
collaboration with a local, multi-provider counseling practice and is doing a pilot 
program with one of three counselors meeting with patients in their clinic. 
 Based on extensive literature review, the SBIRT (SAMHSA, 2017) was identified 
as an appropriate, evidence-based practice guideline for identifying, managing, and 
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referring adolescent patients with risky behaviors and mental health concerns; it was 
recommended for adoption and implementation at Longs Peak Family Practice.  
Providers at Longs Peak Family Practice were given information regarding the SBIRT 
and were referred to the SBIRT website as a more comprehensive resource for more 
specific information, behavior-specific guidelines, and protocols. 
Objective Two: Results from Delphi Study  
with Suggestions 
Objective two was to establish validity of the LPAQ.  Based on the results of 
expert participants’ responses to the survey (see Appendix U) and ultimately consensus, 
the LPAQ was found to be a comprehensive, relevant, and useful questionnaire, which 
expert participants would likely recommend for use as a screening tool for identification 
of adolescents with risky behaviors and mental health concerns.  Recommendations for 
modification included (a) addition of a question addressing self-injurious behaviors in 
combination with or in addition to the question addressing suicidality; (b) addition of the 
statement “how many/much and how often” for the questions involving alcohol/drug use 
and smoking, and (c) inclusion of PHQ-4 rather than PHQ-2 questions to further 
differentiate the LPAQ from other available assessment tools.  These results and 
recommendation for modification were shared with providers at Longs Peak Family 
Practice. 
Doctor of Nursing Practice Evaluative Criteria 
 The American Association of Colleges of Nursing (2006) described the Doctor of 
Nursing Practice capstone project as one that “produces a tangible and deliverable 
product that is derived from the practice immersion experience and is reviewed and 
evaluated by an academic committee” (p. 20).  The acronym EC as PIE is described as a  
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5-point system of evaluation to determine whether a DNP final project meets the 
outcomes of the AANC Essentials of Doctoral Education.  The letters in this 
acronym stand for: E-Enhances health outcomes; C-Culmination of practice 
inquiry; P-Partnerships- with interdisciplinary teams; I- Implementation/ 
application/translation of evidence into practice; and E- Evaluation of practice 
outcomes. (Waldrop, Caruso, Fuchs, & Hypes, 2014, p. 300)  
 
The ability of this capstone project to meet these criteria is described as follows: 
Enhances Health Outcomes 
Brief intervention and referral for treatment (SBIRT; SAMHSA, 2017) enhanced 
the ability of providers at Longs Peak Family Practice to identify, manage, and 
appropriately refer adolescent patients with risky behavior and/or mental health concerns.  
Validation of the LPAQ established the questionnaire currently used by providers at 
Longs Peak Family Practice as a valid tool for identifying adolescent patients with risky 
behaviors and mental health concerns, thus contributing to the evidence-based practice of 
caring for these patients.  It is well documented in the literature that adolescents with 
risky behaviors and/or mental health concerns are at significant risk for poor health, 
social, economic, and emotional outcomes.  Identifying, managing. and, when 
appropriate, referring these patients to multidisciplinary providers addressing their 
individual needs has been shown to positively impact these outcomes. 
Culmination of Practice Inquiry 
The RE-AIM (Glasgow et al., 2015) assessment completed as the first step of this 
capstone project identified the effectiveness of identifying, managing and referring 
adolescent patients with risky behaviors and mental health concerns as the principal need 
for intervention and to enhance the ability of providers at Longs Peak Family Practice to 
provide effective care to these patients.  The first objective of this study was to identify 
and facilitate adoption and implementation of evidence-based guidelines for 
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identification, management, and appropriate referral of adolescents with risky behaviors 
and mental health concerns.  The second objective of this study was the validation of the 
LPAQ as an evidence-based screening tool to further enhance care of these patients.  A 
review of literature revealed the impact of risky behaviors and mental health concerns on 
the health, social, economic, and emotional outcomes of adolescents in the United States. 
The use of evidence-based practice guidelines and assessments for risky behavior and 
mental health concerns in adolescent patients has been shown to enhance identification, 
treatment and appropriate referral of adolescent patients to multidisciplinary providers 
addressing their individual needs.  Identification and implementation of SBIRT practice 
guidelines and validation of the LPAQ has the potential to significantly increase the 
ability of providers at Longs Peak Family Practice, and other practices using these tools, 
to provide effective, evidence-based care to their adolescent patients with risky behaviors 
and/or mental health concerns. 
Partnerships 
The Delphi process used to establish validity of the LPAQ was based on expert 
opinions from providers from multiple disciplines/institutions providing care adolescent 
patients with behavioral and/or mental health concerns.  The referral for treatment 
component of the SBIRT (SAMHSA, 2017) guidelines introduced and implemented at 
Longs Peak Family Practice involves referral to multidisciplinary providers who provide 
services designed to intensively treat and manage adolescent patients with risky 
behaviors and mental health concerns.  Dissemination of information revealed by this 
capstone project could similarly enhance other practices and disciplines that provide 
services to adolescent patients. 
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Implementing Evidence into  
Practice 
Information and resources for the SBIRT (SAMHSA, 2017) guidelines and results 
of the Delphi study along with expert recommendations for modification of the LPAQ 
were presented to providers at Longs Peak Family Practice.  Incorporation of the SBIRT 
guidelines and LPAQ modifications recommended by multidisciplinary experts during 
the Delphi study would enhance the ability of providers at Longs Peak Family Practice to 
provide evidence-based care and would improve longitudinal health, social, economic 
and emotional health outcomes for adolescent patients with risky behaviors and/or mental 
health concerns at other practices following dissemination of the information and results 
of this project. 
Evaluation of Practice Outcomes and  
Directions for Further Research 
Incorporation of SBIRT (SAMHSA, 2017) guidelines fulfilled objective one.   
Objective two was to validate the LPAQ, which was completed utilizing a modified 
Delphi study.  This process was initiated by sharing information and results obtained 
during this capstone project with providers at Longs Peak Family Practice.  Feedback 
from providers at Longs Peak Family Practice indicated suggested modifications to the 
LPAQ were “reasonable and will be easily incorporated into our questionnaire” (R. 
Myers, Personal communication, March 21, 2017).  Dr. Myers indicated incorporation of 
the SBIRT guidelines would require further consideration but it appeared the evidence-
based guidelines would enhance their ability to identify, manage, and refer adolescent 
patients with risky behaviors and mental health concerns.  Further discussion among 
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providers at Longs Peak Family Practice is planned with the goal of achieving consensus 
on the suggestions generated as a result of this capstone project. 
Directions for future research include validation of the LPAQ as modified based 
on the results of this study.  Establishment of reliability and face validity of the modified 
LPAQ would be important as part of this or another study.  The recently created LPAQ 
for patients ages 6-11 should also be included in future validity and/or reliability studies. 
A retrospective study comparing identification, management, and referral of adolescents 
with risky behaviors and mental health concerns before and after implementation of the 
modified LPAQ and, if applicable, SBIRT guidelines would be helpful to evaluate the 
effectiveness of the interventions recommended by this capstone project.  From a more 
global perspective, an important study would be to compare and contrast currently 
available global adolescent behavioral and mental health assessments such as the LPAQ, 
the RAAPS and the Student Health Questionnaires for Middle and High School Students 
in an attempt to establish viability of one questionnaire over the others or perhaps 
combine components of two or more questionnaires into a globally recommended and 
recognized, evidence-based assessment tool for identifying adolescent risky behaviors 
and mental health concerns. 
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Key Recommendations for Practice 
 
 
A = consistent, good-quality patient-oriented evidence; B = inconsistent or limited-quality 
patient-oriented evidence; C = consensus, disease-oriented evidence, usual practice, expert 
opinion, or case series. For information about the SORT evidence rating system, go to 
http://www.aafp.org/afpsort.xml. 
Source. Ham, P., & Allen, C. (2012). Adolescent health screening and counseling. 
American Family Physician, 86(12), 1109-1116. Retrieved from http://www.aafp.org/afp/ 
2012/1215/p1109.html    
CLINICAL RECOMMENDATION 
EVIDENCE 
RATING REFERENCES 
Sexually active adolescent females should be 
screened for chlamydia. 
A 25 
Physicians should recommend that adolescents 
participate in school-, faith-, or community-
based sex education programs. 
B 22 
Sexually active adolescent females should be 
screened for gonorrhea. 
B 26 
Adolescents should be offered screening for 
human immunodeficiency virus infection. 
B 7, 27 
Adolescents should be screened for obesity, 
and offered behaviorally based counseling if 
indicated. 
B 32 
Adolescents should be screened for depression 
if follow-up treatment and monitoring are 
available. 
B 43, 45 
Physicians should address the following issues 
with adolescents: sexual activity, violence, and 
substance abuse. 
C 19, 22, 23, 29, 
30, 40 
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INTRODUCTION — The health status and health behaviors of adolescents have been 
monitored closely for many years [1-3]. Although improvement has been noted in certain 
indicators, compared with other age groups, adolescent health has failed to respond to the 
range of interventions developed for schools, communities, and the health system. 
Unintentional injuries such as automobile crashes, intentional injuries such as homicide 
and suicide, and reproductive health issues such as unintended pregnancy and sexually 
transmitted infections remain the leading causes of adolescent morbidity and mortality. 
Alcohol and drug use contribute to many of these injuries and deaths. Obesity has 
become a major cause of adolescent morbidity and is a contributor to a dramatic increase 
in the number of youth with type 2 diabetes mellitus. Tobacco use causes harm during the 
teen years, and can lead to nicotine addiction that results in major morbidity and 
mortality later in life. The common denominator in this list is that most adolescent 
morbidity and mortality is related to personal behavior and, as such, is preventable. 
The preventable nature of all of these conditions provides a clear mandate to pediatric 
healthcare providers. The challenge is to integrate preventive services into routine 
medical care. Practitioners can use clinic visits for routine examinations, such as 
preparticipation athletic evaluations and chronic disease management, to provide a range 
of preventive services. These clinical encounters offer an opportunity for early 
identification of risk behavior and disease, updating immunizations, and offering health 
guidance. Clinical preventive services are an adjunct to preventive interventions provided 
through schools and in the community. 
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PREVENTIVE SERVICE RECOMMENDATIONS FOR ADOLESCENTS — The 
purpose of preventive services is to reduce serious morbidity and premature mortality 
both during adolescence and in later years. Preventive services typically fall into four 
categories: screening, counseling to reduce risk, providing immunizations, and giving 
general health guidance. In addition, a recommendation for how frequently routine visits 
should occur usually is included. Various organizations have developed or revised 
guidelines that are designed to enable practitioners to identify and address specific health 
problems and behaviors that cause the greatest burden of suffering among adolescents: 
●The United States Preventive Services Task Force (USPSTF) – Guide to Clinical 
Preventive Services [4]. 
●American Medical Association (AMA) – Guidelines for Adolescent Preventive Services 
(GAPS) 1994 [5]. 
●American Academy of Family Physicians (AAFP) – Age Charts for Periodic Health 
Examinations [6,7]. 
●Maternal and Child Health Bureau (MCHB), United States Public Health Services, and 
American Academy of Pediatrics (AAP) – Bright Futures: Guidelines for Health Care 
Supervision of Infants, Children, and Adolescents [8,9]. 
●Bright Futures/AAP – Recommendations for Pediatric Preventive Health Care 2014 
[10]. 
●Advisory Committee on Immunization Practices (ACIP) – Annual adolescent 
immunization schedules (figure 1). These recommendations include vaccines for 
preventing pertussis, human papillomavirus, influenza, and meningococcal disease. (See 
"Recommendations for the use of human papillomavirus vaccines" and "Meningococcal 
vaccines".) 
The organizations use different methods to arrive at their guidelines. The USPSTF 
guidelines, for example, are based upon the proven ability of screening procedures and 
interventions to improve clinical outcomes. Because data from preventive service studies 
using adolescent subjects in clinical settings are sparse, the AMA and Bright Futures 
guidelines also incorporate expert opinion. (See "Preventive care in adults: 
Recommendations".) 
An analysis of the recommendations reveals the following [11,12]: 
●General agreement is that primary care clinicians should provide the basic set of 
immunizations identified by the Advisory Committee on Immunizations Practices of the 
Centers for Disease Control and Prevention (figure 1). (See "Standard immunizations for 
children and adolescents" and "Meningococcal vaccines".) 
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●Data provide strong support that clinical services should include screening and 
counseling to prevent injuries from violence and accidents, reduce risk for future 
cardiovascular disease (eg, smoking cessation, management of obesity, early treatment of 
hypertension and hyperlipidemia), reduce involvement in health-risk behaviors (eg, 
alcohol and drug use, unsafe sexual practices), and promote dental health. 
●Less agreement exists for teaching self-breast and self-testicular examinations, 
providing routine health guidance to parents, offering routine hearing and vision testing, 
and conducting routine testing for hematocrit and urinalysis. 
●Disagreement exists regarding the recommended periodicity for routine health 
evaluations. Although the AMA, Bright Futures, and AAP recommend annual preventive 
service visits for adolescents, the AAFP and USPSTF recommend that these visits occur 
every one to three years as necessary. The National Commission on Quality Assurance 
includes in its recommended set of performance measures for managed care 
organizations (Health Employer Data and Information Set) that adolescents between 13 
and 18 years of age should be seen annually for a routine health visit [13]. 
COMPREHENSIVE GUIDELINES FOR ADOLESCENTS — The Society for 
Adolescent Medicine focuses on the similarities between the guidelines and calls for the 
widespread acceptance and implementation of clinical preventive services for adolescents 
[14]. The American Medical Association's (AMA) Guidelines for Adolescent Preventive 
Services (GAPS) paradigm provides a framework for the content and delivery of 
comprehensive preventive services for adolescents [5]. The recommendations target 
screening, anticipatory guidance, and immunizations. 
New, inexpensive technologies, such as personal digital assistants (PDA) may enhance 
clinician screening and counseling and improve adolescents' perceptions that their visit 
was confidential and that they were listened to carefully [15]. Social networking, 
including cell phones, may also provide new opportunities to reach adolescents with 
health messages [16]. 
Screening — Adolescents should be screened for the following conditions during clinical 
preventive services visits: 
●Hypertension (calculator 1 and calculator 2) (see "Evaluation of hypertension in 
children and adolescents", section on 'Definition') 
●Obesity and eating disorders (calculator 3 and calculator 4) (see "Clinical evaluation of 
the obese child and adolescent", section on 'Diagnosis' and "Eating disorders: Overview 
of epidemiology, clinical features, and diagnosis", section on 'Screening') 
●Hyperlipidemia, if indicated (see "Pediatric prevention of adult cardiovascular disease: 
Promoting a healthy lifestyle and identifying at-risk children", section on 'Identifying 
children at risk for CVD') 
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●Tuberculosis, if at risk (see "Latent tuberculosis infection in children", section on 
'Whom to test') 
●Physical, sexual, and emotional abuse 
●Learning or school problems (see "Specific learning disabilities in children: Clinical 
features", section on 'Risk factors' and "Specific learning disabilities in children: Role of 
the primary care provider", section on 'Early identification') 
●Substance use (both tobacco and alcohol) (see "Prevention of smoking initiation in 
children and adolescents", section on 'Smoking prevention in the primary care office' and 
"Screening tests in children and adolescents", section on 'Alcohol and substance use') 
●Behaviors or emotions that indicate recurrent or severe depression or risk of suicide (see 
"Screening tests in children and adolescents", section on 'Depression screening' and 
"Suicidal behavior in children and adolescents: Evaluation and management", section on 
'Identification of suicide risk' and "Pediatric unipolar depression: Epidemiology, clinical 
features, assessment, and diagnosis", section on 'Assessment') 
●Sexual behavior that may result in unintended pregnancy and sexually transmitted 
diseases, including HIV infection 
●Sexually transmitted diseases, if sexually active (see "Sexually transmitted diseases: 
Overview of issues specific to adolescents", section on 'Screening and diagnostic testing') 
●Human immunodeficiency virus (HIV) infection; 2006 Centers for Disease Control and 
Prevention (CDC) recommendations call for all adolescents seen in healthcare settings to 
be tested for HIV infection unless they specifically "opt out" [17,18] (see "Screening and 
diagnostic testing for HIV infection") 
●Cervical cancer (as indicated) (see "Screening for cervical cancer", section on 'Initial 
screening') 
Anticipatory guidance for adolescents — Through anticipatory guidance, providers can 
help teens have a better understanding of their physical growth, psychosocial and 
psychosexual development, and the importance of becoming actively involved in 
decisions regarding their health care. In addition, adolescents should receive counseling 
regarding healthy habits and risk reduction in the following areas: 
●Healthy dietary habits, including ways to achieve a healthy diet and safe weight 
management (see "Dietary recommendations for toddlers, preschool, and school-age 
children", section on 'Dietary guidelines') 
●Reduction of injuries through use of use of bicycle and motorcycle helmets and car 
seatbelts 
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●Regular exercise 
●Optimal sleep duration (8.5 to 9.5 hours) and healthy sleep habits [19,20] (see 
"Behavioral sleep problems in children", section on 'Older children and adolescents' and 
"Drowsy driving: Risks, evaluation, and management", section on 'Teenage and young 
adult drivers') 
●Responsible sexual behaviors, including abstinence (see "Adolescent sexuality", section 
on 'Health issues and outcomes related to sexuality') 
●Avoidance of tobacco, alcohol, other abusable substances, and anabolic steroids (see 
"Prevention of smoking initiation in children and adolescents", section on 'Smoking 
prevention in the primary care office') 
●Avoiding online behaviors that can have negative consequences, such as "sexting" and 
sharing of personal information and pictures with strangers; resources are available 
through the American Academy of Pediatrics 
●Strategies to deal with bullying; resources are available through Bright Futures 
Anticipatory guidance for parents — Health guidance for parents includes advice to assist 
them in making appropriate parental decisions and in adapting their parenting practices to 
meet the changing needs of their adolescent children [11]. Parents should receive health 
guidance at least once during their child's early, middle, and late adolescence [5]. 
Parental involvement and attitudes affect adolescent behavior and health outcome [21-
23]. As an example, cross-sectional analysis of interview data from more than 12,000 7th- 
through 12th-grade students found that parent-family connectedness (eg, feelings of 
warmth, love, and caring from the parents) was protective against every health-risk 
behavior measure (emotional distress, suicidality, violence, cigarette use, alcohol use, and 
marijuana use) except history of pregnancy [21]. In another prospective study of 10,000 
adolescents in the Longitudinal Study of Adolescent Health, adolescent perception of 
maternal attitudes toward the adolescent's engaging in sexual intercourse and adolescent 
satisfaction with the maternal relationship were predictive of the occurrence of the onset 
of sexual intercourse in the ensuing 12 months [22]. 
Parents should also be counseled to monitor their teen's use of online social media. 
Specific attention should be directed at helping parents understand the hazards associated 
with sharing personal information with strangers. 
Lastly, parents should be counseled to take seriously any comments or indications of 
bullying of their teen. If bullying is suspected, parents should discuss with school 
personnel the nature of the problem and interventions that will be taken. 
Immunizations — Adolescents should have their immunizations reviewed and updated as 
necessary (figure 1) (see "Standard immunizations for children and adolescents"). Special 
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attention should be given to those students who are matriculating to college and to those 
who are incarcerated or in detention facilities. By age 11 to 12 years, they should have 
received: 
●Hepatitis B vaccine (see "Hepatitis B virus vaccination") 
●Hepatitis A vaccine (see "Hepatitis A virus vaccination and postexposure prophylaxis") 
●Measles, mumps, and rubella vaccine (see "Prevention and treatment of measles") 
●Varicella vaccine if they have not had varicella infection (see "Vaccination for the 
prevention of primary varicella infection (chickenpox)", section on 'Adolescents and 
adults') 
●A booster dose of tetanus if ≥5 years have elapsed since their last dose; ideally, this 
booster should include the acellular pertussis vaccine (if not acellular pertussis-containing 
vaccine not previously administered) (see "Diphtheria, tetanus, and pertussis 
immunization in children 7 through 18 years of age", section on 'Indications') 
●Meningococcal vaccine (see "Meningococcal vaccines") 
●Human papillomavirus vaccine (see "Recommendations for the use of human 
papillomavirus vaccines") 
●Annual influenza vaccine (see "Seasonal influenza in children: Prevention with 
vaccines", section on 'Indications') 
●Pneumococcal vaccine if they are at high risk for infection (see "Pneumococcal 
(Streptococcus pneumoniae) polysaccharide vaccines in children", section on 'Indications' 
and "Pneumococcal (Streptococcus pneumoniae) conjugate vaccines in children", section 
on 'Indications') 
STRATEGY FOR PROVISION OF ADOLESCENT PREVENTIVE 
SERVICES — Most medical education prepares practitioners to identify and manage 
biomedical disease but may not prepare them to manage preventable disorders related to 
personal behavior, especially in adolescents [24]. When seeing adolescents for routine 
health evaluation, practitioners tend to focus on diseases or conditions with which they 
are familiar, rather than on health-risk behaviors and problems [25-27]. 
In addition to guidelines, therefore, practitioners need a strategy to help them integrate 
preventive services into routine medical care. The scheme presented in the algorithm 
(algorithm 1) can help providers screen for a large number of potential health risks, 
identify those that need further assessment, and focus on those that are of immediate 
concern [28]. 
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Step 1: Gather information and identify problems — The goal of this step is to identify 
indicators for all or a subset of the specific health risks and problems listed above. Data 
that are easy to obtain and have a high sensitivity for the issues of greatest concern are 
collected. Height, weight, and blood pressure are measured; questionnaires to assess 
health risks, habits, and behaviors can be completed in the waiting area. The use of 
questionnaires can save time and improve identification of problems [29,30]. 
The data that are gathered are used to guide the clinical interview and for further 
assessment. If no areas of concern are elicited, the practitioner can offer support and 
reinforcement for healthy behaviors. If, however, the indications are that the teen has a 
problem, such as being overweight or engaging in a health-risk behavior, then the 
practitioner goes to Step 2. 
Step 2: Further assess — The goal of this step is to determine, for each potential problem 
identified in Step 1, whether the teen is at high, moderate, or low risk for adverse 
consequences. The problems identified by the screening information are further assessed 
with a complete history and physical examination. If the problem presents an imminent 
and serious risk, then referral for specialty evaluation and management is appropriate. To 
illustrate the assignment of risk category, consider three 16-year-old girls who have a 
blood pressure of 85/60, a pulse rate of 60, a weight of 85 pounds, and a weight for 
height ratio that is below the 55th percentile: 
●The first girl discloses during the interview that she views her ideal weight as 70 
pounds, is a gymnast who exercises vigorously on a daily basis, skips meals frequently, 
uses laxatives daily, and is amenorrheic. She has an eating disorder and is at high risk for 
metabolic collapse. Immediate referral for further medical and psychiatric evaluation is 
warranted. (See "Eating disorders: Overview of epidemiology, clinical features, and 
diagnosis".) 
●The second girl reports a 10-pound weight loss over the past year, participates on the 
school gymnastic team, is a picky eater but does not skip meals, and is amenorrheic. She 
maintains a diet to control her weight because it helps her perform her routines. The 
physical examination is normal. This girl is at moderate risk for an eating disorder and 
should have her weight and metabolic status monitored closely during follow-up visits. If 
the clinical situation is different at the time of follow-up, the risk category can be 
amended. 
●The third girl has always been thin, views her body weight as appropriate, exercises 
only during physical education classes at school, and is having regular menses. This girl 
is at low risk for an eating disorder and can be provided with information on healthy diet. 
Step 3: Identify and prioritize problems together — Once the practitioner has determined 
the risk category for each of the problems, he or she should have a discussion with the 
adolescent to acknowledge the problems and prioritize the problem list. The existence of 
a therapeutic relationship between the practitioner and the adolescent will facilitate this 
discussion. Adolescents tend to respond to an approach that enlists their cooperation and 
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involvement in the decision-making process. The practitioner can foster a therapeutic 
alliance by: 
●Assuring the adolescent the information shared with the practitioner will remain 
confidential, unless the information indicates that they are at risk for harming other or 
themselves (see "Confidentiality in adolescent health care") 
●Listening to and valuing the adolescent's perspective 
●Not responding to information regarding personal behaviors in a derogatory or punitive 
manner 
The practitioner and the adolescent must come to an agreement regarding the type and 
severity of each problem. Although the practitioner might believe that smoking, monthly 
use of alcohol, and skipping breakfast are the top issues of concern, the adolescent may 
rank these behaviors in a different order or may not even view them as problems. Without 
the teenager's acceptance of the problem list and its prioritization, chances of compliance 
with the management plan are nil. Unless the behavior is life-threatening in the 
immediate future, the practitioner and the adolescent must negotiate what they will work 
on together. The negotiation process provides the occasion to determine whether the 
adolescent is ready to change his or her behavior and to identify opportunities for and 
barriers to change. This information is necessary to proceed to the development of a 
management plan. 
Step 4: Solutions — Developing a management plan for the set of problems involves five 
steps: 
●Negotiate the intervention – Discuss management options with the teen and determine, 
together, the best course of action. If the adolescent views the ultimate outcome to be too 
difficult, then negotiating more immediate, attainable objectives is reasonable. As an 
example, losing 2 pounds per month for six months may be more acceptable to a teen 
than losing 12 pounds as the long-term goal. 
●Promote the teen's confidence that the management plan can work – Motivation to work 
on a behavioral change plan is key to success. 
●Discuss strategies with the teen to overcome barriers to the management plan – Have 
the teenager identify a list of the barriers that he or she believes will interfere with the 
strategy for changing the behavior. Help plan ways to overcome the barriers. 
●Develop a contract or verbal agreement with the teen regarding joint expectations. 
●Follow up with the actions identified – The patient can make contact through electronic 
mail, telephone calls to office staff, and postcards prior to future office visits. 
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INTEGRATING PREVENTIVE SERVICES INTO ROUTINE MEDICAL 
CARE — Although most health systems for pediatric care have well-established 
procedures for health maintenance visits, they are less likely to be set up to provide 
comprehensive preventive services for adolescents. Establishing systematic changes 
facilitates the ability of practitioners to deliver preventive services [31-33]. National 
programs and materials can be modified to meet local needs and directions, as the local 
clinic must take ownership of the preventive services that are delivered. Objectives 
should be clear and protocols well delineated before broad changes are instituted. The 
integration process requires time and the complicity of each staff member. Experience 
with the Guidelines for Adolescent Preventive Services (GAPS) program and information 
from the clinical literature on services for adult patients provide a set of steps for 
successful integration of comprehensive adolescent preventive services into routine 
medical care (table 1) [34-38]. 
The efficacy of the GAPS recommendations to improve preventive healthcare service to 
adolescents was analyzed before and after implementation of the GAPS program in five 
community and migrant health centers (CMHCs) [31]. The percentage of adolescents 
who reported having received preventive screening or counseling increased after 
implementation in 19 of 31 content areas including: 
●Physical or sexual abuse (22 versus 10 percent) 
●Sexual orientation (27 versus 13 percent) 
●Fighting (21 versus 6 percent) 
●Weapons (22 versus 5 percent) 
●Depression (34 versus 16 percent) 
●Suicide (22 versus 7 percent) 
●Eating disorders (29 versus 11 percent) 
In an additional study, researchers found that with appropriate skill-based training, 
clinicians can successfully implement preventive services in routine outpatient visits [32]. 
Thus, following an educational intervention, the proportion of adolescents screened by 
their primary care providers for seat belt use, helmet use, tobacco use, alcohol use, and 
sexual behavior increased from 38 to 56 percent, 27 to 45 percent, 64 to 76 percent, 59 to 
76 percent, and 61 to 75 percent, respectively. 
SUMMARY 
●Most adolescent morbidity and mortality is related to personal behavior and, as such, is 
preventable. Clinicians have an important role in early identification of risk (screening), 
counseling to reduce risk and provide general health guidance (anticipatory guidance), 
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and provision of immunizations. (See 'Introduction' above and 'Preventive service 
recommendations for adolescents' above.) 
●We suggest that adolescent patients be screened for hypertension; obesity and eating 
disorders; hyperlipidemia (if indicated); tuberculosis (if at risk); physical, sexual, and 
emotional abuse; learning or school problems; substance use; depression and suicide; 
sexual behavior that may result in unintended pregnancy and sexually transmitted 
diseases; sexually transmitted diseases, including human immunodeficiency virus (HIV) 
infection; and cervical cancer (as indicated). (See 'Screening' above.) 
●We suggest that adolescents receive counseling about healthy eating habits, reduction of 
injuries, regular exercise, responsible sexual behaviors, avoidance of sharing personal 
information and pictures on the internet, and avoidance of tobacco, alcohol, and other 
abusable substances. (See 'Anticipatory guidance for adolescents' above.) 
●Parental involvement and attitudes affect adolescent behavior and health outcomes. We 
suggest that parents receive anticipatory guidance at least once during their child's early, 
middle, and late adolescence. (See 'Anticipatory guidance for parents' above.) 
●We recommend that adolescents have their immunizations reviewed and updated as 
necessary (figure 1). (See 'Immunizations' above.) 
●A strategy for integrating preventive services into routine medical care is provided in 
the figure (algorithm 1). Such a strategy can help providers screen for a range of potential 
health risks, identify those that need further assessment, and focus on those that are of 
immediate concern. (See 'Strategy for provision of adolescent preventive services' 
above.) 
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Topic area 
 
Objective 
number*  
 
Objective Behavior description % students in grades 9–12 
HP 2020      2013     2015  
 
 
Adolescent 
Health 
AH- 7 Reduce the proportion of adolescents 
who have been offered, sold, or given 
an illegal drug on school property  
Were offered, sold, or given an illegal 
drug on school property during the 
past 12 months 
20.4     N/A         21.7   
Cancer C-20.3  
 
Reduce the proportion of adolescents 
in grades 9 through 12 who report 
using artificial sources of ultraviolet 
light for tanning 
Used an indoor tanning device, such 
as a sunlamp, sunbed, or tanning 
booth one or more times during the 
12 months before the survey 
14.0 
 
   12.8         7.3 
Cancer C-20.5 Increase the proportion of adolescents 
in grades 9 through 12 who follow 
protective measures that may reduce 
the risk of skin cancer 
Most of the time or always wore 
sunscreen with an SPF of 15 or higher 
when outside for more than 1 hour 
on a sunny day 
11.2    10.1          N/A 
 
Injury and 
Violence 
Prevention 
IVP-34 Reduce physical fighting among 
adolescents  
 
In a physical fight one or more times 
during the 12 months before the 
survey 
28.4    24.7        22.6 
 
Injury and 
Violence 
Prevention 
IVP-35 Reduce bullying among adolescents Bullied on school property during the 
12 months before the survey 
17.9    19.6         20.2 
 
Injury and 
Violence 
Prevention 
IVP-36 Reduce weapon carrying by 
adolescents on school property 
Carried a weapon (e.g., a gun, knife, 
or club) on school property on at 
least 1 day during the 30 days before 
the survey 
4.6    5.2           4.1 
Mental Health 
and Mental 
Disorders 
MHMD-2 Reduce suicide attempts by 
adolescents 
Made a suicide attempt during the 12 
months before the survey that 
resulted in an injury, poisoning, or 
overdose that had to be treated by a 
doctor or nurse 
1.7    2.7           2.8 
7
9
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Mental Health 
and Mental 
Disorders 
MHMD-3 Reduce the proportion of adolescents 
who engage in disordered eating 
behaviors in an attempt to control their 
weight 
Did not eat for 24 or more hours; 
took diet pills, powders, or liquids 
without a doctor’s advice; or vomited 
or took laxatives to lose weight to 
keep from gaining weight during the 
30 days before the survey 
12.9    16.7        N/A 
Physical Activity PA-3.1 Increase the proportion of adolescents 
who meet current Federal physical 
activity guidelines for aerobic physical 
activity 
Were physically active doing any kind 
of physical activity that increased 
their heart rate and made them 
breathe hard some of the time for a 
total of at least 60 minutes per day 
on each of the 7 days before the 
survey 
20.2 † 27.1        27.1 
Physical Activity PA-3.2 Increase the proportion of adolescents 
who meet current Federal physical 
activity guidelines for muscle-
strengthening activity 
Participated in muscle strengthening 
activities, such as push-ups, sit-ups or 
weight lifting on 3 or more days 
during the 7 days before the survey 
None 
set 
   51.7        53.4 
Physical Activity PA-3.3 Increase the proportion of adolescents 
who meet current Federal physical 
activity guidelines for aerobic physical 
activity and for muscle-strengthening 
activity 
Were physically active doing any kind 
of physical activity that increased 
their heart rate and made them 
breathe hard some of the time for a 
total of at least 60 minutes per day 
on each of the 7 days before the 
survey and who participated in 
muscle strengthening activities, such 
as push-ups, sit-ups or weight lifting 
on 3 or more days during the 7 days 
before the survey  
 
None 
set 
 21.6          20.5 
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Physical Activity PA-5 Increase the proportion of adolescents 
who participate in daily school physical 
education 
Went to physical education classes 5 
days in an average week when they 
are in school 
36.6   29.4         29.8 
Physical Activity PA-8.2.3 Increase the proportion of adolescents 
in grades 9 through 12 who view 
television, videos, or play video games 
for no more than 2 hours a day 
Watched television for no more than 
2 hours per day on an average school 
day 
73.9   67.5        75.3 
Physical Activity PA-8.3.3 Increase the proportion of adolescents 
in grades 9 through 12 who use a 
computer or play computer games 
outside of school (for nonschool work) 
for no more than 2 hours a day 
Played video or computer games or 
used a computer for something that 
was not school work for no more 
than 2 hours per day on an average 
school day 
82.6    58.7        58.3 
Sleep Health SH-3 Increase the proportion of students in 
grades 9 through 12 who get sufficient 
sleep 
Had 8 or more hours of sleep on an 
average school night 
33.2    31.7      27.3 
Substance 
Abuse 
SA-1 Reduce the proportion of adolescents 
who report that they rode, during the 
previous 30 days, with a driver who had 
been drinking alcohol 
Rode in a car or other vehicle one or 
more times driven by someone who 
had been drinking alcohol during the 
30 days before the survey 
25.5    21.9      20.0 
Tobacco Use TU-2.1 Reduce the proportion of adolescents 
who use tobacco products (past 30 
days) 
Smoked cigarettes; used chewing 
tobacco, snuff, or dip; or smoked 
cigars, cigarillos, or little cigars on at 
least one day during the 30 days 
before the survey 
21.0    22.4       17.0 
Tobacco Use TU-2.2§ Reduce the proportion of adolescents 
who use cigarettes (past 30 days) 
Currently smoked cigarettes on at 
least one day during the 30 days 
before the survey 
16.0   15.7        10.8 
Tobacco Use TU-2.3 Reduce the proportion of adolescents 
who use smokeless tobacco products 
(past 30 days) 
Currently used chewing tobacco, 
snuff, or dip on at least one day 
during the 30 days before the survey 
6.9    8.8          7.3 
8
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Tobacco Use TU-2.4 Reduce the proportion of adolescents 
who use cigars (past 30 days) 
Currently smoked cigars, cigarillos, or 
little cigars on at least one day during 
the 30 days before the survey 
8.0    12.6        10.3 
Tobacco Use TU-7 Increase smoking cessation attempts by 
adolescent smokers 
Tried to quit smoking cigarettes, 
among students who ever smoked 
cigarettes daily during the 12 months 
before the survey 
64.0    55.7         N/A 
 
* Source: Adapted from U.S. Department of Health and Human Services and Office of Disease Prevention Health Promotion, Healthy 
People 2020. Washington, DC. Available at http://www.healthypeople.gov. Accessed December 3, 2013. † The target setting method 
for this objective was a 10% improvement from the baseline; the baseline source was the 2009 national YRBS. However, because of 
changes in question context starting in 2011, national YRBS prevalence estimates derived from the 60 minutes of physical activity 
question in 2011 and 2013 are not comparable to those reported in 2009 or earlier. On the 2005–2009 national YRBS questionnaire, 
physical activity was assessed with three questions (in the following order) that asked the number of days students participated in 1) at 
least 20 minutes of vigorous physical activity; 2) at least 30 minutes of moderate physical activity; and 3) at least 60 minutes of 
aerobic (moderate and vigorous) physical activity. On the 2011 and 2013 national YRBS questionnaire, only the 60 minutes of aerobic 
physical activity question was included. § Leading Health Indicator. 
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APPENDIX F 
 
PATIENT HEALTH QUESTIONNAIRE—OVERVIEW 
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PHQ-2 
 
 
Over the past two weeks, how often have you been bothered by any of the 
following problems? 
Little interest or pleasure in doing things. 0 = 
Not at all 
1 = Several days 
2 = More than half the days 3 = 
Nearly every day 
Feeling down, depressed, or hopeless. 0 = 
Not at all 
1 = Several days 
2 = More than half the days 3 = 
Nearly every day 
 
Total point score:    
Score interpretation: 
PHQ-2 Probability of major depressive disorder Probability of any depressive disorder 
score (%) (%) 
1 15.4 36.9 
2 21.1 48.3 
3 38.4 75.0 
4 45.5 81.2 
5 56.4 84.6 
6 78.6 92.9 
   
 
Thibault, J. M., & Steiner, R. W. (2004). Efficient identification of adults with depression 
and dementia. American Family Physician, 70/(6), 1101-1110. 
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APPENDIX G 
 
PATIENT HEALTH QUESTIONNAIRE—MODIFIED  
FOR ADOLESCENTS 
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APPENDIX H 
 
GUIDELINES FOR ADOLESCENT DEPRESSION 
IN PRIMARY CARE 
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The first page is included for reference only—the remaining pages can be downloaded 
from http://www.thereachinstitute.org/guidelines-for-adolescent-depression-primary-care 
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APPENDIX I 
 
RESULTS OF 2011 COLORADO DATA ONLY: YOUTH  
RISK BEHAVIOR SURVEILLANCE SURVEY 
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High School YRBS  
<div class="alert alert-block"> Note: Javascript is disabled or is not supported by your 
browser. For this reason, some items on this page will be unavailable. For more information 
about this message, please visit this page: <a 
href="//www.cdc.gov/other/about_cdcgov.html">About CDC.gov</a>.</div>  
CDC YRBSS Youth Online  
Colorado 2011 Results  
Colorado 
 
Year:  
 
 
Variance 
• 95% CI 
• Standard Error 
• None 
Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Unintentional Injuries and Violence 
Never or rarely wore a bicycle helmet  
(among students who had ridden a bicycle during the 12 
months before the survey)  
—  
Never or rarely wore a seat belt  
(when riding in a car driven by someone else)  
—  
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Rode with a driver who had been drinking alcohol  
(in a car or other vehicle one or more times during the 30 
days before the survey)  
21.8 (18.8–25.1) 
1,514† 
Drove when they had been drinking alcohol  
(in a car or other vehicle one or more times during the 30 
days before the survey, among students who had driven 
a car or other vehicle during the 30 days before the 
survey)  
—  
Texted or e-mailed while driving a car or other 
vehicle  
(on at least 1 day during the 30 days before the survey, 
among students who had driven a car or other vehicle 
during the 30 days before the survey)  
—  
Carried a weapon  
(such as, a gun, knife, or club, on at least 1 day during 
the 30 days before the survey)  
15.5 (12.9–18.4) 
1,442 
Carried a gun  
(on at least 1 day during the 30 days before the survey)  
—  
Carried a weapon on school property  
(such as, a gun, knife, or club, on at least 1 day during 
the 30 days before the survey)  
5.5 (4.2–7.1) 
1,443 
Were threatened or injured with a weapon on school 
property  
6.7 (5.2–8.6) 
1,520 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
(such as, a gun, knife, or club, one or more times during 
the 12 months before the survey)  
Were in a physical fight  
(one or more times during the 12 months before the 
survey)  
24.9 (21.5–28.6) 
1,516 
Were injured in a physical fight  
(one or more times during the 12 months before the 
survey and injuries had to be treated by a doctor or 
nurse)  
—  
Were in a physical fight on school property  
(one or more times during the 12 months before the 
survey)  
—  
Did not go to school because they felt unsafe at 
school or on their way to or from school  
(on at least 1 day during the 30 days before the survey)  
4.4 (3.2–6.0) 
1,519 
Were electronically bullied  
(counting being bullied through e-mail, chat rooms, 
instant messaging, Web sites, or texting during the 12 
months before the survey)  
14.4 (12.3–16.9) 
1,515 
Were bullied on school property  
(during the 12 months before the survey)  
19.3 (16.6–22.3) 
1,519 
Were ever physically forced to have sexual 
intercourse  
(when they did not want to)  
7.0 (5.2–9.4) 
1,445 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Experienced physical dating violence  
(counting being hit, slammed into something, or injured 
with an object or weapon on purpose by someone they 
were dating or going out with one or more times during 
the 12 months before the survey, among students who 
dated or went out with someone during the 12 months 
before the survey)  
—  
Experienced sexual dating violence  
(counting kissing, touching, or being physically forced to 
have sexual intercourse when they did not want to by 
someone they were dating or going out with one or more 
times during the 12 months before the survey, among 
students who dated or went out with someone during the 
12 months before the survey)  
—  
Felt sad or hopeless  
(almost every day for 2 or more weeks in a row so that 
they stopped doing some usual activities during the 12 
months before the survey)  
21.9 (18.6–25.5) 
1,449 
Seriously considered attempting suicide  
(during the 12 months before the survey)  
14.8 (12.2–17.8) 
1,353 
Made a plan about how they would attempt suicide  
(during the 12 months before the survey)  
11.4 (9.3–13.8) 
1,351 
Attempted suicide  
(one or more times during the 12 months before the 
survey)  
6.1 (4.3–8.6) 
1,225 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Attempted suicide that resulted in an injury, 
poisoning, or overdose that had to be treated by a 
doctor or nurse  
(during the 12 months before the survey)  
2.2 (1.4–3.4) 
1,213 
Tobacco Use 
Ever tried cigarette smoking  
(even one or two puffs)  
—  
Smoked a whole cigarette before age 13 years  
(for the first time)  
8.9 (7.0–11.3) 
1,492 
Currently smoked cigarettes  
(on at least 1 day during the 30 days before the survey)  
15.7 (12.8–19.0) 
1,458 
Currently smoked cigarettes frequently  
(on 20 or more days during the 30 days before the 
survey)  
5.3 (4.4–6.5) 
1,458 
Smoked more than 10 cigarettes per day  
(on the days they smoked during the 30 days before the 
survey, among students who currently smoked 
cigarettes)  
—  
Currently smoked cigarettes daily  
(on all 30 days during the 30 days before the survey)  
3.7 (3.0–4.6) 
1,458 
Usually obtained their own cigarettes by buying them 
in a store or gas station  
(during the 30 days before the survey, among students 
11.2 (6.0–19.9) 
183 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
who currently smoked cigarettes and who were aged <18 
years)  
Usually obtained their own cigarettes by buying on 
the internet  
(during the 30 days before the survey, among students 
who currently smoked cigarettes and who were aged <18 
years)  
—  
Did not try to quit smoking cigarettes  
(during the 12 months before the survey, among students 
who currently smoked cigarettes)  
—  
Currently used smokeless tobacco  
(chewing tobacco, snuff, or dip on at least 1 day during 
the 30 days before the survey)  
7.0 (5.5–8.9) 
1,513 
Currently smoked cigars  
(cigars, cigarillos, or little cigars on at least 1 day during 
the 30 days before the survey)  
—  
Ever used electronic vapor products  
(including e-cigarettes, e-cigars, e-pipes, vape pipes, 
vaping pens, e-hookahs, and hookah pens)  
—  
Currently used electronic vapor products  
(including e-cigarettes, e-cigars, e-pipes, vape pipes, 
vaping pens, e-hookahs, and hookah pens on at least 1 
day during the 30 days before the survey)  
—  
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Currently smoked cigarettes or cigars  
(on at least 1 day during the 30 days before the survey)  
—  
Currently used cigarettes, cigars, or smokeless 
tobacco  
(on at least 1 day during the 30 days before the survey)  
—  
Currently used tobacco  
(current cigarette, smokeless tobacco, cigar, or electronic 
vapor products use on at least 1 day during the 30 days 
before the survey)  
—  
Alcohol and Other Drug Use 
Ever drank alcohol  
(at least one drink of alcohol on at least 1 day during their 
life)  
65.5 (60.9–69.8) 
1,475 
Drank alcohol before age 13 years  
(for the first time other than a few sips)  
19.4 (16.7–22.4) 
1,499 
Currently drank alcohol  
(at least one drink of alcohol on at least 1 day during the 
30 days before the survey)  
36.4 (31.7–41.4) 
1,380 
Usually obtained the alcohol they drank by someone 
giving it to them  
(during the 30 days before the survey, among students 
who currently drank alcohol)  
36.9 (33.0–41.0) 
492 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Drank five or more drinks of alcohol in a row  
(within a couple of hours on at least 1 day during the 30 
days before the survey)  
22.3 (18.4–26.7) 
1,478 
Reported that the largest number of drinks they had 
in a row was 10 or more  
(within a couple of hours during the 30 days before the 
survey)  
—  
Ever used marijuana  
(one or more times during their life)  
39.5 (34.3–44.9) 
1,477 
Tried marijuana before age 13 years  
(for the first time)  
9.0 (7.1–11.3) 
1,487 
Currently used marijuana  
(one or more times during the 30 days before the survey)  
22.0 (19.6–24.5) 
1,481 
Ever used synthetic marijuana  
(also called "K2", "Spice", "fake weed", "King Kong", 
"Yucatan Fire", "Skunk", or "Moon Rocks", one or more 
times during their life)  
—  
Ever used cocaine  
(any form of cocaine, such as powder, crack, or freebase, 
one or more times during their life)  
6.3 (4.8–8.3) 
1,443 
Ever used ecstasy  
(also called "MDMA," one or more times during their life)  
11.7 (9.2–14.9) 
1,497 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Ever used heroin  
(also called "smack," "junk," or "China white," one or 
more times during their life)  
3.9 (2.5–6.0) 
1,495 
Ever used methamphetamines  
(also called "speed," "crystal," "crank," or "ice," one or 
more times during their life)  
3.4 (2.3–5.0) 
1,495 
Ever took steroids without a doctor's prescription  
(pills or shots, one or more times during their life)  
3.0 (1.9–4.7) 
1,494 
Ever took prescription drugs without a doctor's 
prescription  
(such as Oxycontin, Percocet, Vicodin, codeine, Adderall, 
Ritalin, or Xanax, one or more times during their life)  
19.6 (17.2–22.1) 
1,498 
Ever used inhalants  
(sniffed glue, breathed the contents of aerosol spray 
cans, or inhaled any paints or sprays to get high, one or 
more times during their life)  
8.6 (6.7–10.9) 
1,493 
Ever injected any illegal drug  
(used a needle to inject any illegal drug into their body 
one or more times during their life)  
—  
Were offered, sold, or given an illegal drug on school 
property  
(during the 12 months before the survey)  
17.2 (14.7–20.1) 
1,489 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Usually used marijuana by smoking it  
(in a joint, bong, pipe, or blunt during the 30 days before 
the survey)  
—  
Ever used hallucinogenic drugs  
(such as LSD, acid, PCP, angel dust, mescaline, or 
mushrooms, one or more times during their life)  
—  
Sexual Behaviors 
Ever had sexual intercourse  
 
40.8 (34.5–47.4) 
1,254 
Had sexual intercourse before age 13 years  
(for the first time)  
3.6 (2.8–4.7) 
1,254 
Had sexual intercourse with four or more persons  
(during their life)  
13.2 (10.5–16.4) 
1,251 
Were currently sexually active  
(had sexual intercourse with at least one person during 
the 3 months before the survey)  
31.8 (26.5–37.5) 
1,256 
Did not use a condom  
(during last sexual intercourse, among students who 
were currently sexually active)  
29.2 (22.9–36.5) 
377 
Did not use birth control pills  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
77.2 (71.3–82.2) 
370 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Did not use an IUD (e.g., Mirena or ParaGard) or 
implant (e.g., Implanon or Nexplanon)  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
—  
Did not use a shot (e.g., Depo-Provera), patch (e.g., 
OrthoEvra), or birth control ring (e.g., NuvaRing)  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
—  
Did not use birth control pills; an IUD or implant; or a 
shot, patch, or birth control ring  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
70.9 (65.2–76.0) 
370 
Did not use both a condom during and birth control 
pills; an IUD or implant; or a shot, patch, or birth 
control ring  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
84.2 (80.5–87.3) 
367 
Did not use any method to prevent pregnancy  
(during last sexual intercourse, among students who 
were currently sexually active)  
7.0 (3.5–13.5) 
370 
Drank alcohol or used drugs  
(before last sexual intercourse, among students who 
were currently sexually active)  
25.8 (21.2–31.0) 
384 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Were never tested for HIV  
(not counting tests done when donating blood)  
—  
Dietary Behaviors 
Did not eat fruit or drink 100% fruit juices  
(during the 7 days before the survey)  
—  
Did not eat vegetables  
(green salad, potatoes (excluding French fries, fried 
potatoes, or potato chips), carrots, or other vegetables, 
during the 7 days before the survey)  
—  
Did not drink milk  
(during the 7 days before the survey)  
—  
Drank a can, bottle, or glass of soda or pop  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
75.8 (71.7–79.6) 
1,485 
Drank a can, bottle, or glass of soda or pop one or 
more times per day  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
23.0 (20.0–26.3) 
1,485 
Drank a can, bottle, or glass of soda or pop two or 
more times per day  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
13.3 (11.3–15.5) 
1,485 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Drank a can, bottle, or glass of soda or pop three or 
more times per day  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
7.1 (5.8–8.8) 
1,485 
Drank a can, bottle, or glass of a sports drink  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
—  
Drank a can, bottle, or glass of a sports drink one or 
more times per day  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
—  
Drank a can, bottle, or glass of a sports drink two or 
more times per day  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
—  
Drank a can, bottle, or glass of a sports drink three or 
more times per day  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
—  
Did not drink water  
(during the 7 days before the survey)  
—  
Did not eat breakfast  
(during the 7 days before the survey)  
15.1 (12.4–18.1) 
1,486 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Did not eat breakfast on all 7 days  
(during the 7 days before the survey)  
60.9 (55.8–65.7) 
1,486 
Physical Activity 
Did not participate in at least 60 minutes of physical 
activity on at least 1 day  
(doing any kind of physical activity that increased their 
heart rate and made them breathe hard some of the time 
during the 7 days before the survey)  
10.6 (8.9–12.6) 
1,479 
Were not physically active at least 60 minutes per 
day on 5 or more days  
(doing any kind of physical activity that increased their 
heart rate and made them breathe hard some of the time 
during the 7 days before the survey)  
46.9 (43.2–50.5) 
1,479 
Were not physically active at least 60 minutes per 
day on all 7 days  
(doing any kind of physical activity that increased their 
heart rate and made them breathe hard some of the time 
during the 7 days before the survey)  
70.8 (67.9–73.5) 
1,479 
Played video or computer games or used a computer 
3 or more hours per day  
(for something that was not school work on an average 
school day)  
24.1 (21.3–27.2) 
1,480 
Watched 3 or more hours per day of television  
(on an average school day)  
21.2 (18.7–23.9) 
1,480 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Did not attend physical education classes on 1 or 
more days  
(in an average week when they were in school)  
—  
Did not attend physical education classes on all 5 
days  
(in an average week when they were in school)  
—  
Did not play on at least one sports team  
(run by their school or community groups during the 12 
months before the survey)  
36.6 (31.2–42.4) 
1,477 
Did not participate in muscle strengthening activities 
on 3 or more days  
(such as, push-ups, sit-ups, or weight lifting, during the 7 
days before the survey)  
—  
Obesity, Overweight, and Weight Control 
Had obesity  
(>= 95th percentile for body mass index, based on sex- 
and age-specific reference data from the 2000 CDC 
growth charts)  
7.3 (5.3–10.1) 
1,362 
Were overweight  
(>= 85th percentile but <95th percentile for body mass 
index, based on sex- and age-specific reference data 
from the 2000 CDC growth charts)  
10.7 (8.5–13.4) 
1,362 
Described themselves as slightly or very overweight  
 
24.1 (21.3–27.2) 
1,479 
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
Were not trying to lose weight  
 
60.4 (57.6–63.3) 
1,485 
Other Health Topics 
Had ever been told by a doctor or nurse that they had 
asthma  
 
—  
Did not see a dentist  
(for a check-up, exam, teeth cleaning, or other dental 
work during the 12 months before the survey)  
—  
Did not have 8 or more hours of sleep  
(on an average school night)  
—  
Used an indoor tanning device  
(such as a sunlamp, sunbed, or tanning booth (not 
counting getting a spray-on tan) one or more times during 
the 12 months before the survey)  
—  
Had a sunburn  
(one or more times during the 12 months before the 
survey, counting even a small part of the skin turning red 
or hurting for 12 hours or more after being outside in the 
sun or after using a sunlamp or other indoor tanning 
device)  
—  
Avoid foods because eating the food could cause an 
allergic reaction  
—  
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Colorado, High School Youth Risk Behavior 
Survey, 2011 
 
Question  Totals  
(such as skin rashes, swelling, itching, vomiting, 
coughing, or trouble breathing)  
Footnotes  
‘—’ = Data not 
available 
 
† 
Percentage, 
confidence 
interval, cell 
size 
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Behavior 1991* (%) 2011 (%) 
   
Poor diet/low physical activity   
Overweight 14.2 15.2 
Physically active less than 60 minutes on any day in previous 
seven days 
Not reported 13.8 
Obese 10.6 (1999) 13.0 
   
Sexual activity   
Ever had sexual intercourse 54 47.4 
Did not use a condom during last sexual intercourse 54 40 
Currently sexually active 37 33.7 
Has had at least four sex partners 19 15.3 
Did not use any method to prevent pregnancy before last 
sexual intercourse 
16.5 12.9 
Substance abuse   
Used marijuana in previous 30 days 31 23.1 
Consumed five or more alcoholic drinks in a row in previous 
30 days 
Not reported 21.9 
Smoked cigarettes on at least one day in previous 30 days 27 18.1 
Ever used an inhalant (glue) to get high 20 (1995) 11.4 
Ever used methamphetamines 9 (1999) 3.8 
Used cocaine in previous 30 days 1.7 3.0 
   
Suicide   
Seriously considered suicide 29 15.8 
Attempted suicide 7.3 7.8 
   
Unintentional injury   
Never or rarely wears a bicycle helmet 96 87.5 
Texted or e-mailed while driving Not reported 33 
Ridden in a car in the past 30 days with a driver who was 
drinking alcohol 
40 24.1 
Carried a weapon in previous 30 days 26 16.6 
Drove a car after drinking alcohol in previous 30 days 17 8.2 
Never or rarely wears a seat belt 26 7.7 
Carried a gun in previous 30 days  8 5.1 
 
*Brener, N.D., Kann, I., McManus, T., Kinchen, S.A., Sundberg, E.C., Ross, J.G. (2002). Reliability of the 
1999 youth risk behavior survey questionnaire. Journal of Adolescent Health 2002, 31, 336-342. 
Reference: Kann, L., Kinchen, S., Shanklin, S.L., Flint, K.H., Hawkins, J., Harris, W.A…Zaza, S. 
(2014). Priority health-risk behaviors: The Youth Risk Behavior Survey (YRBS). Retrieved from: 
http://www.cdc.gov/mmwr/pdf/ss/ss6304.pdf  
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High School YRBS  
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href="//www.cdc.gov/other/about_cdcgov.html">About CDC.gov</a>.</div>  
CDC YRBSS Youth Online  
United States 2013 Results  
United States  
Year:  
 
 
Variance 
• 95% CI 
• Standard Error 
• None  
United States, High School Youth Risk Behavior 
Survey, 2013 
 
Question  Totals  
Unintentional Injuries and Violence 
Never or rarely wore a bicycle helmet  
(among students who had ridden a bicycle during the 12 
months before the survey)  
87.9 (85.0–90.2) 
8,723† 
Never or rarely wore a seat belt  
(when riding in a car driven by someone else)  
7.6 (6.4–9.1) 
13,559 
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Question  Totals  
Rode with a driver who had been drinking alcohol  
(in a car or other vehicle one or more times during the 30 
days before the survey)  
21.9 (20.0–23.9) 
13,545 
Drove when they had been drinking alcohol  
(in a car or other vehicle one or more times during the 30 
days before the survey, among students who had driven 
a car or other vehicle during the 30 days before the 
survey)  
10.0 (8.5–11.8) 
7,858 
Texted or e-mailed while driving a car or other 
vehicle  
(on at least 1 day during the 30 days before the survey, 
among students who had driven a car or other vehicle 
during the 30 days before the survey)  
41.4 (38.2–44.7) 
8,019 
Carried a weapon  
(such as, a gun, knife, or club, on at least 1 day during 
the 30 days before the survey)  
17.9 (16.5–19.4) 
13,252 
Carried a gun  
(on at least 1 day during the 30 days before the survey)  
5.5 (4.8–6.3) 
13,308 
Carried a weapon on school property  
(such as, a gun, knife, or club, on at least 1 day during 
the 30 days before the survey)  
5.2 (4.4–6.2) 
13,354 
 
 
6.9 (6.2–7.7) 
13,555 
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Question  Totals  
Were threatened or injured with a weapon on school 
property  
(such as, a gun, knife, or club, one or more times during 
the 12 months before the survey)  
Were in a physical fight  
(one or more times during the 12 months before the 
survey)  
24.7 (23.2–26.2) 
13,332 
Were injured in a physical fight  
(one or more times during the 12 months before the 
survey and injuries had to be treated by a doctor or 
nurse)  
3.1 (2.7–3.5) 
13,382 
Were in a physical fight on school property  
(one or more times during the 12 months before the 
survey)  
8.1 (7.5–8.9) 
13,352 
Did not go to school because they felt unsafe at 
school or on their way to or from school  
(on at least 1 day during the 30 days before the survey)  
7.1 (6.0–8.3) 
13,554 
Were electronically bullied  
(counting being bullied through e-mail, chat rooms, 
instant messaging, Web sites, or texting during the 12 
months before the survey)  
14.8 (13.7–15.9) 
13,501 
Were bullied on school property  
(during the 12 months before the survey)  
19.6 (18.6–20.8) 
13,515 
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Question  Totals  
Were ever physically forced to have sexual 
intercourse  
(when they did not want to)  
7.3 (6.6–8.1) 
13,507 
Experienced physical dating violence  
(counting being hit, slammed into something, or injured 
with an object or weapon on purpose by someone they 
were dating or going out with one or more times during 
the 12 months before the survey, among students who 
dated or went out with someone during the 12 months 
before the survey)  
10.3 (9.2–11.4) 
9,930 
Experienced sexual dating violence  
(counting kissing, touching, or being physically forced to 
have sexual intercourse when they did not want to by 
someone they were dating or going out with one or more 
times during the 12 months before the survey, among 
students who dated or went out with someone during the 
12 months before the survey)  
10.4 (9.4–11.5) 
9,913 
Felt sad or hopeless  
(almost every day for 2 or more weeks in a row so that 
they stopped doing some usual activities during the 12 
months before the survey)  
29.9 (28.3–31.6) 
13,495 
Seriously considered attempting suicide  
(during the 12 months before the survey)  
17.0 (15.8–18.2) 
13,491 
Made a plan about how they would attempt suicide  
(during the 12 months before the survey)  
13.6 (12.3–15.0) 
13,485 
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Question  Totals  
Attempted suicide  
(one or more times during the 12 months before the 
survey)  
8.0 (7.2–8.9) 
11,982 
Attempted suicide that resulted in an injury, 
poisoning, or overdose that had to be treated by a 
doctor or nurse  
(during the 12 months before the survey)  
2.7 (2.3–3.1) 
11,750 
Tobacco Use 
Ever tried cigarette smoking  
(even one or two puffs)  
41.1 (38.4–43.8) 
13,203 
Smoked a whole cigarette before age 13 years  
(for the first time)  
9.3 (7.8–11.1) 
12,895 
Currently smoked cigarettes  
(on at least 1 day during the 30 days before the survey)  
15.7 (13.5–18.1) 
13,022 
Currently smoked cigarettes frequently  
(on 20 or more days during the 30 days before the 
survey)  
5.6 (4.4–7.1) 
13,022 
Smoked more than 10 cigarettes per day  
(on the days they smoked during the 30 days before the 
survey, among students who currently smoked 
cigarettes)  
8.6 (6.6–11.2) 
1,809 
Currently smoked cigarettes daily  
(on all 30 days during the 30 days before the survey)  
4.0 (3.0–5.3) 
13,022 
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Question  Totals  
Usually obtained their own cigarettes by buying them 
in a store or gas station  
(during the 30 days before the survey, among students 
who currently smoked cigarettes and who were aged <18 
years)  
18.1 (14.4–22.4) 
1,344 
Usually obtained their own cigarettes by buying on 
the internet  
(during the 30 days before the survey, among students 
who currently smoked cigarettes and who were aged <18 
years)  
—  
Did not try to quit smoking cigarettes  
(during the 12 months before the survey, among students 
who currently smoked cigarettes)  
52.0 (48.7–55.1) 
1,768 
Currently used smokeless tobacco  
(chewing tobacco, snuff, or dip on at least 1 day during 
the 30 days before the survey)  
8.8 (7.3–10.6) 
13,345 
Currently smoked cigars  
(cigars, cigarillos, or little cigars on at least 1 day during 
the 30 days before the survey)  
12.6 (11.4–13.9) 
13,342 
Ever used electronic vapor products  
(including e-cigarettes, e-cigars, e-pipes, vape pipes, 
vaping pens, e-hookahs, and hookah pens)  
—  
 —  
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Question  Totals  
Currently used electronic vapor products  
(including e-cigarettes, e-cigars, e-pipes, vape pipes, 
vaping pens, e-hookahs, and hookah pens on at least 1 
day during the 30 days before the survey)  
Currently smoked cigarettes or cigars  
(on at least 1 day during the 30 days before the survey)  
21.0 (18.9–23.2) 
13,075 
Currently used cigarettes, cigars, or smokeless 
tobacco  
(on at least 1 day during the 30 days before the survey)  
24.0 (21.5–26.6) 
13,109 
Currently used tobacco  
(current cigarette, smokeless tobacco, cigar, or electronic 
vapor products use on at least 1 day during the 30 days 
before the survey)  
—  
Alcohol and Other Drug Use 
Ever drank alcohol  
(at least one drink of alcohol on at least 1 day during their 
life)  
66.2 (63.7–68.5) 
13,104 
Drank alcohol before age 13 years  
(for the first time other than a few sips)  
18.6 (17.2–20.0) 
13,308 
Currently drank alcohol  
(at least one drink of alcohol on at least 1 day during the 
30 days before the survey)  
34.9 (32.8–37.1) 
12,288 
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Question  Totals  
Usually obtained the alcohol they drank by someone 
giving it to them  
(during the 30 days before the survey, among students 
who currently drank alcohol)  
41.8 (39.4–44.1) 
4,239 
Drank five or more drinks of alcohol in a row  
(within a couple of hours on at least 1 day during the 30 
days before the survey)  
20.8 (19.1–22.7) 
13,060 
Reported that the largest number of drinks they had 
in a row was 10 or more  
(within a couple of hours during the 30 days before the 
survey)  
6.1 (5.2–7.1) 
12,363 
Ever used marijuana  
(one or more times during their life)  
40.7 (37.9–43.5) 
13,244 
Tried marijuana before age 13 years  
(for the first time)  
8.6 (7.4–10.1) 
13,303 
Currently used marijuana  
(one or more times during the 30 days before the survey)  
23.4 (21.3–25.7) 
13,314 
Ever used synthetic marijuana  
(also called "K2", "Spice", "fake weed", "King Kong", 
"Yucatan Fire", "Skunk", or "Moon Rocks", one or more 
times during their life)  
—  
Ever used cocaine  
(any form of cocaine, such as powder, crack, or freebase, 
one or more times during their life)  
5.5 (4.7–6.6) 
13,457 
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Question  Totals  
Ever used ecstasy  
(also called "MDMA," one or more times during their life)  
6.6 (5.6–7.7) 
13,354 
Ever used heroin  
(also called "smack," "junk," or "China white," one or 
more times during their life)  
2.2 (1.7–2.8) 
13,255 
Ever used methamphetamines  
(also called "speed," "crystal," "crank," or "ice," one or 
more times during their life)  
3.2 (2.6–4.0) 
13,357 
Ever took steroids without a doctor's prescription  
(pills or shots, one or more times during their life)  
3.2 (2.7–3.6) 
13,454 
Ever took prescription drugs without a doctor's 
prescription  
(such as Oxycontin, Percocet, Vicodin, codeine, Adderall, 
Ritalin, or Xanax, one or more times during their life)  
17.8 (15.9–19.9) 
13,443 
Ever used inhalants  
(sniffed glue, breathed the contents of aerosol spray 
cans, or inhaled any paints or sprays to get high, one or 
more times during their life)  
8.9 (7.9–10.1) 
13,369 
Ever injected any illegal drug  
(used a needle to inject any illegal drug into their body 
one or more times during their life)  
1.7 (1.3–2.3) 
13,357 
Were offered, sold, or given an illegal drug on school 
property  
(during the 12 months before the survey)  
22.1 (20.2–24.1) 
13,420 
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Question  Totals  
Usually used marijuana by smoking it  
(in a joint, bong, pipe, or blunt during the 30 days before 
the survey)  
—  
Ever used hallucinogenic drugs  
(such as LSD, acid, PCP, angel dust, mescaline, or 
mushrooms, one or more times during their life)  
7.1 (6.0–8.4) 
12,520 
Sexual Behaviors 
Ever had sexual intercourse  
 
46.8 (43.7–49.8) 
12,914 
Had sexual intercourse before age 13 years  
(for the first time)  
5.6 (4.9–6.5) 
12,897 
Had sexual intercourse with four or more persons  
(during their life)  
15.0 (13.6–16.6) 
12,858 
Were currently sexually active  
(had sexual intercourse with at least one person during 
the 3 months before the survey)  
34.0 (31.6–36.5) 
12,876 
Did not use a condom  
(during last sexual intercourse, among students who 
were currently sexually active)  
40.9 (38.1–43.7) 
4,565 
Did not use birth control pills  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
81.0 (78.3–83.4) 
4,454 
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Question  Totals  
Did not use an IUD (e.g., Mirena or ParaGard) or 
implant (e.g., Implanon or Nexplanon)  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
98.4 (97.8–98.9) 
4,454 
Did not use a shot (e.g., Depo-Provera), patch (e.g., 
OrthoEvra), or birth control ring (e.g., NuvaRing)  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
95.3 (94.2–96.2) 
4,454 
Did not use birth control pills; an IUD or implant; or a 
shot, patch, or birth control ring  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
74.7 (71.6–77.6) 
4,454 
Did not use both a condom during and birth control 
pills; an IUD or implant; or a shot, patch, or birth 
control ring  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
91.2 (89.7–92.5) 
4,437 
Did not use any method to prevent pregnancy  
(during last sexual intercourse, among students who 
were currently sexually active)  
13.7 (12.2–15.4) 
4,454 
Drank alcohol or used drugs  
(before last sexual intercourse, among students who 
were currently sexually active)  
22.4 (20.7–24.3) 
4,635 
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Question  Totals  
Were never tested for HIV  
(not counting tests done when donating blood)  
87.1 (85.6–88.5) 
12,496 
Dietary Behaviors 
Did not eat fruit or drink 100% fruit juices  
(during the 7 days before the survey)  
5.0 (4.5–5.7) 
13,322 
Did not eat vegetables  
(green salad, potatoes (excluding French fries, fried 
potatoes, or potato chips), carrots, or other vegetables, 
during the 7 days before the survey)  
6.6 (5.9–7.4) 
13,227 
Did not drink milk  
(during the 7 days before the survey)  
19.4 (17.9–20.9) 
13,280 
Drank a can, bottle, or glass of soda or pop  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
77.7 (75.6–79.6) 
13,324 
Drank a can, bottle, or glass of soda or pop one or 
more times per day  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
27.0 (23.8–30.5) 
13,324 
Drank a can, bottle, or glass of soda or pop two or 
more times per day  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
19.4 (16.5–22.6) 
13,324 
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Question  Totals  
Drank a can, bottle, or glass of soda or pop three or 
more times per day  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
11.2 (9.6–13.1) 
13,324 
Drank a can, bottle, or glass of a sports drink  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
—  
Drank a can, bottle, or glass of a sports drink one or 
more times per day  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
—  
Drank a can, bottle, or glass of a sports drink two or 
more times per day  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
—  
Drank a can, bottle, or glass of a sports drink three or 
more times per day  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
—  
Did not drink water  
(during the 7 days before the survey)  
—  
Did not eat breakfast  
(during the 7 days before the survey)  
13.7 (12.3–15.2) 
13,323 
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Question  Totals  
Did not eat breakfast on all 7 days  
(during the 7 days before the survey)  
61.9 (60.3–63.5) 
13,323 
Physical Activity 
Did not participate in at least 60 minutes of physical 
activity on at least 1 day  
(doing any kind of physical activity that increased their 
heart rate and made them breathe hard some of the time 
during the 7 days before the survey)  
15.2 (13.9–16.6) 
13,310 
Were not physically active at least 60 minutes per 
day on 5 or more days  
(doing any kind of physical activity that increased their 
heart rate and made them breathe hard some of the time 
during the 7 days before the survey)  
52.7 (50.8–54.7) 
13,310 
Were not physically active at least 60 minutes per 
day on all 7 days  
(doing any kind of physical activity that increased their 
heart rate and made them breathe hard some of the time 
during the 7 days before the survey)  
72.9 (71.2–74.5) 
13,310 
Played video or computer games or used a computer 
3 or more hours per day  
(for something that was not school work on an average 
school day)  
41.3 (39.2–43.4) 
13,255 
Watched 3 or more hours per day of television  
(on an average school day)  
32.5 (30.4–34.7) 
13,245 
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Question  Totals  
Did not attend physical education classes on 1 or 
more days  
(in an average week when they were in school)  
52.0 (46.2–57.8) 
13,228 
Did not attend physical education classes on all 5 
days  
(in an average week when they were in school)  
70.6 (65.9–74.9) 
13,228 
Did not play on at least one sports team  
(run by their school or community groups during the 12 
months before the survey)  
46.0 (43.7–48.4) 
13,195 
Did not participate in muscle strengthening activities 
on 3 or more days  
(such as, push-ups, sit-ups, or weight lifting, during the 7 
days before the survey)  
48.3 (46.1–50.5) 
12,407 
Obesity, Overweight, and Weight Control 
Had obesity  
(>= 95th percentile for body mass index, based on sex- 
and age-specific reference data from the 2000 CDC 
growth charts)  
13.7 (12.6–14.9) 
12,580 
Were overweight  
(>= 85th percentile but <95th percentile for body mass 
index, based on sex- and age-specific reference data 
from the 2000 CDC growth charts)  
16.6 (15.4–17.8) 
12,580 
Described themselves as slightly or very overweight  
 
31.1 (29.8–32.5) 
13,341 
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Question  Totals  
Were not trying to lose weight  
 
52.3 (50.5–54.0) 
13,324 
Other Health Topics 
Had ever been told by a doctor or nurse that they had 
asthma  
 
21.0 (20.0–22.0) 
13,236 
Did not see a dentist  
(for a check-up, exam, teeth cleaning, or other dental 
work during the 12 months before the survey)  
—  
Did not have 8 or more hours of sleep  
(on an average school night)  
68.3 (66.8–69.8) 
12,335 
Used an indoor tanning device  
(such as a sunlamp, sunbed, or tanning booth (not 
counting getting a spray-on tan) one or more times during 
the 12 months before the survey)  
12.8 (10.6–15.4) 
12,589 
Had a sunburn  
(one or more times during the 12 months before the 
survey, counting even a small part of the skin turning red 
or hurting for 12 hours or more after being outside in the 
sun or after using a sunlamp or other indoor tanning 
device)  
—  
Avoid foods because eating the food could cause an 
allergic reaction  
—  
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Question  Totals  
(such as skin rashes, swelling, itching, vomiting, 
coughing, or trouble breathing)  
Footnotes  
† 
Percentage, 
confidence 
interval, cell 
size 
 
‘—’ = Data not 
available 
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Question  Totals  
Unintentional Injuries and Violence 
Never or rarely wore a bicycle helmet  
(among students who had ridden a bicycle during the 12 
months before the survey)  
81.4 (77.0–85.1) 
8,757† 
Never or rarely wore a seat belt  
(when riding in a car driven by someone else)  
6.1 (4.9–7.6) 
14,070 
Rode with a driver who had been drinking alcohol  
(in a car or other vehicle one or more times during the 30 
days before the survey)  
20.0 (18.4–21.6) 
15,555 
Drove when they had been drinking alcohol  
(in a car or other vehicle one or more times during the 30 
days before the survey, among students who had driven 
a car or other vehicle during the 30 days before the 
survey)  
7.8 (6.8–9.0) 
8,432 
Texted or e-mailed while driving a car or other 
vehicle  
(on at least 1 day during the 30 days before the survey, 
among students who had driven a car or other vehicle 
during the 30 days before the survey)  
1.5 (38.9–44.1) 
8,788 
Carried a weapon  
(such as, a gun, knife, or club, on at least 1 day during 
the 30 days before the survey)  
16.2 (14.4–18.1) 
14,423 
Carried a gun  
(on at least 1 day during the 30 days before the survey)  
5.3 (4.6–6.1) 
13,263 
Carried a weapon on school property  
(such as, a gun, knife, or club, on at least 1 day during 
the 30 days before the survey)  
4.1 (3.5–4.7) 
15,468 
Were threatened or injured with a weapon on school 
property  
(such as, a gun, knife, or club, one or more times during 
the 12 months before the survey)  
6.0 (5.2–6.8) 
14,993 
Were in a physical fight  
(one or more times during the 12 months before the 
survey)  
 
 
 
22.6 (20.9–24.4) 
13,124 
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Question  Totals  
Were injured in a physical fight  
(one or more times during the 12 months before the 
survey and injuries had to be treated by a doctor or 
nurse)  
2.9 (2.5–3.4) 
13,340 
Were in a physical fight on school property  
(one or more times during the 12 months before the 
survey)  
7.8 (6.7–8.9) 
15,332 
Did not go to school because they felt unsafe at 
school or on their way to or from school  
(on at least 1 day during the 30 days before the survey)  
5.6 (4.8–6.5) 
15,563 
Were electronically bullied  
(counting being bullied through e-mail, chat rooms, 
instant messaging, Web sites, or texting during the 12 
months before the survey)  
15.5 (14.5–16.6) 
15,465 
Were bullied on school property  
(during the 12 months before the survey)  
20.2 (18.8–21.7) 
15,448 
Were ever physically forced to have sexual 
intercourse  
(when they did not want to)  
6.7 (5.6–8.0) 
14,896 
Experienced physical dating violence  
(counting being hit, slammed into something, or injured 
with an object or weapon on purpose by someone they 
were dating or going out with one or more times during 
the 12 months before the survey, among students who 
dated or went out with someone during the 12 months 
before the survey)  
9.6 (8.8–10.6) 
10,501 
Experienced sexual dating violence  
(counting kissing, touching, or being physically forced to 
have sexual intercourse when they did not want to by 
someone they were dating or going out with one or more 
times during the 12 months before the survey, among 
students who dated or went out with someone during the 
12 months before the survey)  
10.6 (9.5–11.7) 
10,180 
Felt sad or hopeless  
(almost every day for 2 or more weeks in a row so that 
they stopped doing some usual activities during the 12 
months before the survey)  
29.9 (28.0–31.8) 
15,455 
Seriously considered attempting suicide  
(during the 12 months before the survey)  
17.7 (16.7–18.8) 
15,434 
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Made a plan about how they would attempt suicide  
(during the 12 months before the survey)  
14.6 (13.4–15.8) 
15,141 
Attempted suicide  
(one or more times during the 12 months before the 
survey)  
8.6 (7.6–9.6) 
12,567 
Attempted suicide that resulted in an injury, 
poisoning, or overdose that had to be treated by a 
doctor or nurse  
(during the 12 months before the survey)  
2.8 (2.2–3.5) 
12,331 
Tobacco Use 
Ever tried cigarette smoking  
(even one or two puffs)  
32.3 (28.9–35.8) 
13,799 
Smoked a whole cigarette before age 13 years  
(for the first time)  
6.6 (5.5–7.9) 
14,819 
Currently smoked cigarettes  
(on at least 1 day during the 30 days before the survey)  
10.8 (9.4–12.4) 
14,989 
Currently smoked cigarettes frequently  
(on 20 or more days during the 30 days before the 
survey)  
3.4 (2.6–4.3) 
14,989 
Smoked more than 10 cigarettes per day  
(on the days they smoked during the 30 days before the 
survey, among students who currently smoked 
cigarettes)  
7.9 (6.2–9.9) 
1,611 
Currently smoked cigarettes daily  
(on all 30 days during the 30 days before the survey)  
2.3 (1.7–3.0) 
14,989 
Usually obtained their own cigarettes by buying them 
in a store or gas station  
(during the 30 days before the survey, among students 
who currently smoked cigarettes and who were aged <18 
years)  
12.6 (9.7–16.1) 
1,198 
Usually obtained their own cigarettes by buying on 
the internet  
(during the 30 days before the survey, among students 
who currently smoked cigarettes and who were aged <18 
years)  
1.0 (0.4–2.1) 
1,198 
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Did not try to quit smoking cigarettes  
(during the 12 months before the survey, among students 
who currently smoked cigarettes)  
54.6 (50.5–58.7) 
1,326 
Currently used smokeless tobacco  
(chewing tobacco, snuff, or dip on at least 1 day during 
the 30 days before the survey)  
7.3 (6.1–8.6) 
15,146 
Currently smoked cigars  
(cigars, cigarillos, or little cigars on at least 1 day during 
the 30 days before the survey)  
10.3 (9.0–11.8) 
15,185 
Ever used electronic vapor products  
(including e-cigarettes, e-cigars, e-pipes, vape pipes, 
vaping pens, e-hookahs, and hookah pens)  
44.9 (41.9–48.0) 
15,091 
Currently used electronic vapor products  
(including e-cigarettes, e-cigars, e-pipes, vape pipes, 
vaping pens, e-hookahs, and hookah pens on at least 1 
day during the 30 days before the survey)  
24.1 (22.1–26.2) 
15,318 
Currently smoked cigarettes or cigars  
(on at least 1 day during the 30 days before the survey)  
16.0 (14.2–18.0) 
14,866 
Currently used cigarettes, cigars, or smokeless 
tobacco  
(on at least 1 day during the 30 days before the survey)  
18.5 (16.5–20.8) 
14,883 
Currently used tobacco  
(current cigarette, smokeless tobacco, cigar, or electronic 
vapor products use on at least 1 day during the 30 days 
before the survey)  
31.4 (29.1–33.8) 
15,032 
Alcohol and Other Drug Use 
Ever drank alcohol  
(at least one drink of alcohol on at least 1 day during their 
life)  
63.2 (60.6–65.8) 
15,049 
Drank alcohol before age 13 years  
(for the first time other than a few sips)  
17.2 (16.0–18.4) 
15,257 
Currently drank alcohol  
(at least one drink of alcohol on at least 1 day during the 
30 days before the survey)  
 
 
32.8 (30.4–35.2) 
14,114 
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Usually obtained the alcohol they drank by someone 
giving it to them  
(during the 30 days before the survey, among students 
who currently drank alcohol)  
44.1 (41.9–46.4) 
4,436 
Drank five or more drinks of alcohol in a row  
(within a couple of hours on at least 1 day during the 30 
days before the survey)  
17.7 (15.8–19.8) 
14,967 
Reported that the largest number of drinks they had 
in a row was 10 or more  
(within a couple of hours during the 30 days before the 
survey)  
4.3 (3.6–5.1) 
11,597 
Ever used marijuana  
(one or more times during their life)  
38.6 (35.5–41.8) 
15,157 
Tried marijuana before age 13 years  
(for the first time)  
7.5 (6.5–8.7) 
15,198 
Currently used marijuana  
(one or more times during the 30 days before the survey)  
21.7 (19.3–24.2) 
15,250 
Ever used synthetic marijuana  
(also called "K2", "Spice", "fake weed", "King Kong", 
"Yucatan Fire", "Skunk", or "Moon Rocks", one or more 
times during their life)  
9.2 (7.9–10.8) 
15,450 
Ever used cocaine  
(any form of cocaine, such as powder, crack, or freebase, 
one or more times during their life)  
5.2 (4.3–6.2) 
15,432 
Ever used ecstasy  
(also called "MDMA," one or more times during their life)  
5.0 (4.3–5.8) 
15,397 
Ever used heroin  
(also called "smack," "junk," or "China white," one or 
more times during their life)  
2.1 (1.5–2.8) 
15,424 
Ever used methamphetamines  
(also called "speed," "crystal," "crank," or "ice," one or 
more times during their life)  
3.0 (2.4–3.8) 
14,889 
Ever took steroids without a doctor's prescription  
(pills or shots, one or more times during their life)  
3.5 (2.8–4.3) 
15,165 
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Ever took prescription drugs without a doctor's 
prescription  
(such as Oxycontin, Percocet, Vicodin, codeine, Adderall, 
Ritalin, or Xanax, one or more times during their life)  
16.8 (15.4–18.2) 
15,367 
Ever used inhalants  
(sniffed glue, breathed the contents of aerosol spray 
cans, or inhaled any paints or sprays to get high, one or 
more times during their life)  
7.0 (6.2–8.0) 
15,158 
Ever injected any illegal drug  
(used a needle to inject any illegal drug into their body 
one or more times during their life)  
1.8 (1.3–2.3) 
14,786 
Were offered, sold, or given an illegal drug on school 
property  
(during the 12 months before the survey)  
21.7 (19.4–24.2) 
14,796 
Usually used marijuana by smoking it  
(in a joint, bong, pipe, or blunt during the 30 days before 
the survey)  
90.0 (87.5–92.1) 
2,650 
Ever used hallucinogenic drugs  
(such as LSD, acid, PCP, angel dust, mescaline, or 
mushrooms, one or more times during their life)  
6.4 (5.3–7.7) 
11,412 
Sexual Behaviors 
Ever had sexual intercourse  
 
41.2 (37.5–45.0) 
13,988 
Had sexual intercourse before age 13 years  
(for the first time)  
3.9 (3.2–4.8) 
13,932 
Had sexual intercourse with four or more persons  
(during their life)  
11.5 (9.9–13.3) 
13,910 
Were currently sexually active  
(had sexual intercourse with at least one person during 
the 3 months before the survey)  
30.1 (27.4–32.9) 
13,910 
Did not use a condom  
(during last sexual intercourse, among students who 
were currently sexually active)  
43.1 (40.2–46.1) 
4,196 
Did not use birth control pills  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
81.8 (79.5–83.9) 
4,071 
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Did not use an IUD (e.g., Mirena or ParaGard) or 
implant (e.g., Implanon or Nexplanon)  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
96.7 (95.6–97.5) 
4,071 
Did not use a shot (e.g., Depo-Provera), patch (e.g., 
OrthoEvra), or birth control ring (e.g., NuvaRing)  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
94.7 (93.4–95.7) 
4,071 
Did not use birth control pills; an IUD or implant; or a 
shot, patch, or birth control ring  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
73.2 (70.4–75.7) 
4,071 
Did not use both a condom during and birth control 
pills; an IUD or implant; or a shot, patch, or birth 
control ring  
(before last sexual intercourse to prevent pregnancy, 
among students who were currently sexually active)  
91.2 (89.4–92.7) 
4,044 
Did not use any method to prevent pregnancy  
(during last sexual intercourse, among students who 
were currently sexually active)  
13.8 (11.8–16.1) 
4,071 
Drank alcohol or used drugs  
(before last sexual intercourse, among students who 
were currently sexually active)  
20.6 (18.9–22.5) 
4,160 
Were never tested for HIV  
(not counting tests done when donating blood)  
89.8 (88.2–91.3) 
14,896 
Dietary Behaviors 
Did not eat fruit or drink 100% fruit juices  
(during the 7 days before the survey)  
5.2 (4.4–6.0) 
15,301 
Did not eat vegetables  
(green salad, potatoes (excluding French fries, fried 
potatoes, or potato chips), carrots, or other vegetables, 
during the 7 days before the survey)  
6.7 (6.0–7.5) 
15,179 
Did not drink milk  
(during the 7 days before the survey)  
21.5 (19.8–23.4) 
13,215 
Drank a can, bottle, or glass of soda or pop  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
73.8 (71.1–76.4) 
15,292 
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Drank a can, bottle, or glass of soda or pop one or 
more times per day  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
20.4 (18.1–23.0) 
15,292 
Drank a can, bottle, or glass of soda or pop two or 
more times per day  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
13.0 (11.1–15.2) 
15,292 
Drank a can, bottle, or glass of soda or pop three or 
more times per day  
(not counting diet soda or diet pop, during the 7 days 
before the survey)  
7.1 (5.8–8.6) 
15,292 
Drank a can, bottle, or glass of a sports drink  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
57.6 (54.6–60.5) 
11,305 
Drank a can, bottle, or glass of a sports drink one or 
more times per day  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
13.8 (12.1–15.8) 
11,305 
Drank a can, bottle, or glass of a sports drink two or 
more times per day  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
8.3 (7.1–9.8) 
11,305 
Drank a can, bottle, or glass of a sports drink three or 
more times per day  
(not counting low calorie sports drinks during the 7 days 
before the survey)  
4.8 (3.9–5.9) 
11,305 
Did not drink water  
(during the 7 days before the survey)  
3.5 (2.8–4.3) 
11,350 
Did not eat breakfast  
(during the 7 days before the survey)  
13.8 (12.4–15.4) 
13,856 
Did not eat breakfast on all 7 days  
(during the 7 days before the survey)  
63.7 (60.9–66.3) 
13,856 
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Physical Activity 
Did not participate in at least 60 minutes of physical 
activity on at least 1 day  
(doing any kind of physical activity that increased their 
heart rate and made them breathe hard some of the time 
during the 7 days before the survey)  
14.3 (12.9–15.8) 
15,245 
Were not physically active at least 60 minutes per 
day on 5 or more days  
(doing any kind of physical activity that increased their 
heart rate and made them breathe hard some of the time 
during the 7 days before the survey)  
51.4 (48.8–54.0) 
15,245 
Were not physically active at least 60 minutes per 
day on all 7 days  
(doing any kind of physical activity that increased their 
heart rate and made them breathe hard some of the time 
during the 7 days before the survey)  
72.9 (71.2–74.6) 
15,245 
Played video or computer games or used a computer 
3 or more hours per day  
(for something that was not school work on an average 
school day)  
41.7 (39.3–44.2) 
15,178 
Watched 3 or more hours per day of television  
(on an average school day)  
24.7 (22.7–26.9) 
15,124 
Did not attend physical education classes on 1 or 
more days  
(in an average week when they were in school)  
48.4 (42.6–54.1) 
15,172 
Did not attend physical education classes on all 5 
days  
(in an average week when they were in school)  
70.2 (63.8–76.0) 
15,172 
Did not play on at least one sports team  
(run by their school or community groups during the 12 
months before the survey)  
42.4 (38.8–46.0) 
13,122 
Did not participate in muscle strengthening activities 
on 3 or more days  
(such as, push-ups, sit-ups, or weight lifting, during the 7 
days before the survey)  
 
 
 
46.6 (44.4–48.9) 
11,320 
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Obesity, Overweight, and Weight Control 
Had obesity  
(>= 95th percentile for body mass index, based on sex- 
and age-specific reference data from the 2000 CDC 
growth charts)  
13.9 (12.5–15.5) 
14,358 
Were overweight  
(>= 85th percentile but <95th percentile for body mass 
index, based on sex- and age-specific reference data 
from the 2000 CDC growth charts)  
16.0 (15.2–16.9) 
14,358 
Described themselves as slightly or very overweight  31.5 (30.2–32.9) 
15,320 
Were not trying to lose weight  
 
54.4 (52.7–56.0) 
13,844 
Other Health Topics 
Had ever been told by a doctor or nurse that they had 
asthma  
 
22.8 (21.5–24.1) 
14,012 
Did not see a dentist  
(for a check-up, exam, teeth cleaning, or other dental 
work during the 12 months before the survey)  
25.6 (22.9–28.4) 
14,855 
Did not have 8 or more hours of sleep  
(on an average school night)  
72.7 (70.4–74.9) 
14,534 
 
Used an indoor tanning device  
(such as a sunlamp, sunbed, or tanning booth (not 
counting getting a spray-on tan) one or more times during 
the 12 months before the survey)  
 
7.3 (6.0–8.9) 
11,197 
Had a sunburn  
(one or more times during the 12 months before the 
survey, counting even a small part of the skin turning red 
or hurting for 12 hours or more after being outside in the 
sun or after using a sunlamp or other indoor tanning 
device)  
55.8 (51.2–60.3) 
11,185 
Avoid foods because eating the food could cause an 
allergic reaction  
(such as skin rashes, swelling, itching, vomiting, 
coughing, or trouble breathing)  
16.0 (14.8–17.2) 
11,249 
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2015 State and Local 
Youth Risk Behavior Survey 
 
This survey is about health behavior.  It has been developed so you 
can tell us what you do that may affect your health.  The information 
you give will be used to improve health education for young people 
like yourself. 
 
DO NOT write your name on this survey.  The answers you give 
will be kept private.  No one will know what you write.  Answer the 
questions based on what you really do. 
 
Completing the survey is voluntary.  Whether or not you answer the 
questions will not affect your grade in this class.  If you are not 
comfortable answering a question, just leave it blank. 
 
The questions that ask about your background will be used only to 
describe the types of students completing this survey.  The 
information will not be used to find out your name.  No names will 
ever be reported. 
 
Make sure to read every question.  Fill in the ovals completely.  
When you are finished, follow the instructions of the person giving 
you the survey. 
 
 
 Thank you very much for your help. 
Directions 
Use a #2 pencil only. 
Make dark marks. 
Fill in a response like this: A B  D. 
If you change your answer, erase your old answer completely. 
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1. How old are you? 
A. 12 years old or younger 
B. 13 years old 
C. 14 years old 
D. 15 years old 
E. 16 years old 
F. 17 years old 
G. 18 years old or older 
 
2. What is your sex? 
A. Female 
B. Male 
 
3. In what grade are you? 
A. 9th grade 
B. 10th grade 
C. 11th grade 
D. 12th grade 
E. Ungraded or other grade 
 
4. Are you Hispanic or Latino? 
A. Yes 
B. No 
 
5. What is your race? (Select one or more responses.) 
A. American Indian or Alaska Native 
B. Asian 
C. Black or African American 
D. Native Hawaiian or Other Pacific Islander 
E. White 
 
6. How tall are you without your shoes on? 
Directions: Write your height in the shaded blank boxes. Fill in the matching oval below each number. 
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Example 
Height  Height 
Feet Inches  Feet  Inches 
5 7    
     
     
     
     
     
     
     
     
     
     
     
 11 
 
 
  11 
 
  
7. How much do you weigh without your shoes on? 
Directions: Write your weight in the shaded blank boxes. Fill in the matching oval below 
each number. 
 
Example 
Weight  Weight 
Pounds  Pounds 
1 5 2     
       
       
       
       
       
       
       
       
       
       
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The next 5 questions ask about safety. 
 
8. When you rode a bicycle during the past 12 months, how often did you 
wear a helmet? 
A. I did not ride a bicycle during the past 12 months 
B. Never wore a helmet 
C. Rarely wore a helmet 
D. Sometimes wore a helmet 
E. Most of the time wore a helmet 
F. Always wore a helmet 
 
9. How often do you wear a seat belt when riding in a car driven by someone 
else? 
A. Never 
B. Rarely 
C. Sometimes 
D. Most of the time 
E. Always 
 
10. During the past 30 days, how many times did you ride in a car or other 
vehicle driven by someone who had been drinking alcohol? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or more times 
 
11. During the past 30 days, how many times did you drive a car or other vehicle 
when you had been drinking alcohol? 
A. I did not drive a car or other vehicle during the past 30 days 
B. 0 times 
C. 1 time 
D. 2 or 3 times 
E. 4 or 5 times 
F. 6 or more times 
 
12. During the past 30 days, on how many days did you text or e-mail while 
driving a car or other vehicle? 
A. I did not drive a car or other vehicle during the past 30 days 
B. 0 days 
C. 1 or 2 days 
D. 3 to 5 days 
E. 6 to 9 days 
F. 10 to 19 days 
G. 20 to 29 days 
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H. All 30 days  
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The next 11 questions ask about violence-related behaviors. 
 
13. During the past 30 days, on how many days did you carry a weapon such as 
a gun, knife, or club? 
A. 0 days 
B. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 
 
14. During the past 30 days, on how many days did you carry a gun? 
A. 0 days 
B. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 
 
15. During the past 30 days, on how many days did you carry a weapon such as a 
gun, knife, or club on school property? 
A. 0 days 
B. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 
 
16. During the past 30 days, on how many days did you not go to school because 
you felt you would be unsafe at school or on your way to or from school? 
A. 0 days 
B. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 
 
17. During the past 12 months, how many times has someone threatened or 
injured you with a weapon such as a gun, knife, or club on school property? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or 7 times 
F. 8 or 9 times 
G. 10 or 11 times 
H. 12 or more times 
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18. During the past 12 months, how many times were you in a physical fight? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or 7 times 
F. 8 or 9 times 
G. 10 or 11 times 
H. 12 or more times 
 
19. During the past 12 months, how many times were you in a physical fight in 
which you were injured and had to be treated by a doctor or nurse? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or more times 
 
20. During the past 12 months, how many times were you in a physical fight on 
school property? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or 7 times 
F. 8 or 9 times 
G. 10 or 11 times 
H. 12 or more times 
 
21. Have you ever been physically forced to have sexual intercourse when you 
did not want to? 
A. Yes 
B. No 
 
22. During the past 12 months, how many times did someone you were dating or 
going out with physically hurt you on purpose? (Count such things as being 
hit, slammed into something, or injured with an object or weapon.) 
A. I did not date or go out with anyone during the past 12 months 
B. 0 times 
C. 1 time 
D. 2 or 3 times 
E. 4 or 5 times 
F. 6 or more times 
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23. During the past 12 months, how many times did someone you were dating or 
going out with force you to do sexual things that you did not want to do? 
(Count such things as kissing, touching, or being physically forced to have 
sexual intercourse.) 
A. I did not date or go out with anyone during the past 12 months 
B. 0 times 
C. 1 time 
D. 2 or 3 times 
E. 4 or 5 times 
F. 6 or more times 
 
The next 2 questions ask about bullying. Bullying is when 1 or more students 
tease, threaten, spread rumors about, hit, shove, or hurt another student over 
and over again. It is not bullying when 2 students of about the same strength 
or power argue or fight or tease each other in a friendly way. 
 
24. During the past 12 months, have you ever been bullied on school property? 
A. Yes 
B. No 
 
25. During the past 12 months, have you ever been electronically bullied? 
(Count being bullied through e-mail, chat rooms, instant messaging, websites, 
or texting.) 
A. Yes 
B. No 
 
The next 5 questions ask about sad feelings and attempted suicide. Sometimes 
people feel so depressed about the future that they may consider attempting 
suicide, that is, taking some action to end their own life. 
 
26. During the past 12 months, did you ever feel so sad or hopeless almost every 
day for two weeks or more in a row that you stopped doing some usual 
activities? 
A. Yes 
B. No 
 
27. During the past 12 months, did you ever seriously consider attempting 
suicide? 
A. Yes 
B. No 
 
28. During the past 12 months, did you make a plan about how you would 
attempt suicide? 
A. Yes 
B. No  
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29. During the past 12 months, how many times did you actually attempt 
suicide? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or more times 
 
30. If you attempted suicide during the past 12 months, did any attempt result 
in an injury, poisoning, or overdose that had to be treated by a doctor or 
nurse? 
A. I did not attempt suicide during the past 12 months 
B. Yes 
C. No 
 
The next 8 questions ask about tobacco use. 
 
31. Have you ever tried cigarette smoking, even one or two puffs? 
A. Yes 
B. No 
 
32. How old were you when you smoked a whole cigarette for the first time? 
A. I have never smoked a whole cigarette 
B. 8 years old or younger 
C. 9 or 10 years old 
D. 11 or 12 years old 
E. 13 or 14 years old 
F. 15 or 16 years old 
G. 17 years old or older 
 
33. During the past 30 days, on how many days did you smoke cigarettes? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 days 
F. 20 to 29 days 
G. All 30 days 
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34. During the past 30 days, on the days you smoked, how many cigarettes did 
you smoke per day? 
A. I did not smoke cigarettes during the past 30 days 
B. Less than 1 cigarette per day 
C. 1 cigarette per day 
D. 2 to 5 cigarettes per day 
E. 6 to 10 cigarettes per day 
F. 11 to 20 cigarettes per day 
G. More than 20 cigarettes per day 
 
35. During the past 30 days, how did you usually get your own cigarettes?  
A. I did not smoke cigarettes during the past 30 days 
B. I bought them in a store such as a convenience store, supermarket, 
discount store, or gas station 
C. I got them on the Internet 
D. I gave someone else money to buy them for me 
E. I borrowed (or bummed) them from someone else 
F. A person 18 years old or older gave them to me 
G. I took them from a store or family member 
H. I got them some other way 
 
36. During the past 12 months, did you ever try to quit smoking cigarettes? 
A. I did not smoke during the past 12 months 
B. Yes 
C. No 
 
37. During the past 30 days, on how many days did you use chewing tobacco, 
snuff, or dip, such as Redman, Levi Garrett, Beechnut, Skoal, Skoal Bandits, 
or Copenhagen? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 days 
F. 20 to 29 days 
G. All 30 days 
 
38. During the past 30 days, on how many days did you smoke cigars, cigarillos, 
or little cigars? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 days 
F. 20 to 29 days 
G. All 30 days 
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The next 2 questions ask about electronic vapor products, such as blu, NJOY, 
or Starbuzz.  Electronic vapor products include e-cigarettes, e-cigars, e-pipes, 
vape pipes, vaping pens, e-hookahs, and hookah pens. 
 
39. Have you ever used an electronic vapor product? 
A. Yes 
B. No 
 
40. During the past 30 days, on how many days did you use an electronic vapor 
product? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 days 
F. 20 to 29 days 
G. All 30 days 
 
The next 6 questions ask about drinking alcohol. This includes drinking beer, 
wine, wine coolers, and liquor such as rum, gin, vodka, or whiskey. For these 
questions, drinking alcohol does not include drinking a few sips of wine for 
religious purposes. 
 
41. During your life, on how many days have you had at least one drink of 
alcohol? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 9 days 
D. 10 to 19 days 
E. 20 to 39 days 
F. 40 to 99 days 
G. 100 or more days 
 
42. How old were you when you had your first drink of alcohol other than a few 
sips? 
A. I have never had a drink of alcohol other than a few sips 
B. 8 years old or younger 
C. 9 or 10 years old 
D. 11 or 12 years old 
E. 13 or 14 years old 
F. 15 or 16 years old 
G. 17 years old or older 
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43. During the past 30 days, on how many days did you have at least one drink of 
alcohol? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 days 
F. 20 to 29 days 
G. All 30 days 
 
44. During the past 30 days, on how many days did you have 5 or more drinks of 
alcohol in a row, that is, within a couple of hours? 
A. 0 days 
B. 1 day 
C. 2 days 
D. 3 to 5 days 
E. 6 to 9 days 
F. 10 to 19 days 
G. 20 or more days 
 
45. During the past 30 days, what is the largest number of alcoholic drinks you 
had in a row, that is, within a couple of hours? 
A. I did not drink alcohol during the past 30 days 
B. 1 or 2 drinks 
C. 3 drinks 
D. 4 drinks 
E. 5 drinks 
F. 6 or 7 drinks 
G. 8 or 9 drinks 
H. 10 or more drinks 
 
46. During the past 30 days, how did you usually get the alcohol you drank? 
A. I did not drink alcohol during the past 30 days 
B. I bought it in a store such as a liquor store, convenience store, 
supermarket, discount store, or gas station 
C. I bought it at a restaurant, bar, or club 
D. I bought it at a public event such as a concert or sporting event 
E. I gave someone else money to buy it for me 
F. Someone gave it to me 
G. I took it from a store or family member 
H. I got it some other way 
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The next 3 questions ask about marijuana use. Marijuana also is called grass 
or pot. 
 
47. During your life, how many times have you used marijuana? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 to 99 times 
G. 100 or more times 
 
48. How old were you when you tried marijuana for the first time? 
A. I have never tried marijuana 
B. 8 years old or younger 
C. 9 or 10 years old 
D. 11 or 12 years old 
E. 13 or 14 years old 
F. 15 or 16 years old 
G. 17 years old or older 
 
49. During the past 30 days, how many times did you use marijuana? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
The next 10 questions ask about other drugs. 
 
50. During your life, how many times have you used any form of cocaine, 
including powder, crack, or freebase? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
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51. During your life, how many times have you sniffed glue, breathed the 
contents of aerosol spray cans, or inhaled any paints or sprays to get high? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
52. During your life, how many times have you used heroin (also called smack, 
junk, or China White)? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
53. During your life, how many times have you used methamphetamines (also 
called speed, crystal, crank, or ice)? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
54. During your life, how many times have you used ecstasy (also called 
MDMA)? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
55. During your life, how many times have you used synthetic marijuana (also 
called K2, Spice, fake weed, King Kong, Yucatan Fire, Skunk, or Moon Rocks)? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
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56. During your life, how many times have you taken steroid pills or shots 
without a doctor's prescription? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
57. During your life, how many times have you taken a prescription drug (such 
as OxyContin, Percocet, Vicodin, codeine, Adderall, Ritalin, or Xanax) without 
a doctor's prescription? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 
 
58. During your life, how many times have you used a needle to inject any illegal 
drug into your body? 
A. 0 times 
B. 1 time 
C. 2 or more times 
 
59. During the past 12 months, has anyone offered, sold, or given you an illegal 
drug on school property? 
A. Yes 
B. No 
 
The next 9 questions ask about sexual behavior. 
 
60. Have you ever had sexual intercourse? 
A. Yes 
B. No 
 
61. How old were you when you had sexual intercourse for the first time? 
A. I have never had sexual intercourse 
B. 11 years old or younger 
C. 12 years old 
D. 13 years old 
E. 14 years old 
F. 15 years old 
G. 16 years old 
H. 17 years old or older 
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62. During your life, with how many people have you had sexual intercourse? 
A. I have never had sexual intercourse 
B. 1 person 
C. 2 people 
D. 3 people 
E. 4 people 
F. 5 people 
G. 6 or more people 
 
63. During the past 3 months, with how many people did you have sexual 
intercourse? 
A. I have never had sexual intercourse 
B. I have had sexual intercourse, but not during the past 3 months 
C. 1 person 
D. 2 people 
E. 3 people 
F. 4 people 
G. 5 people 
H. 6 or more people 
 
64. Did you drink alcohol or use drugs before you had sexual intercourse the last 
time? 
A. I have never had sexual intercourse 
B. Yes 
C. No 
 
65. The last time you had sexual intercourse, did you or your partner use a 
condom? 
A. I have never had sexual intercourse 
B. Yes 
C. No 
 
66. The last time you had sexual intercourse, what one method did you or your 
partner use to prevent pregnancy? (Select only one response.) 
A. I have never had sexual intercourse 
B. No method was used to prevent pregnancy 
C. Birth control pills 
D. Condoms 
E. An IUD (such as Mirena or ParaGard) or implant (such as Implanon or 
Nexplanon) 
F. A shot (such as Depo-Provera), patch (such as Ortho Evra), or birth 
control ring (such as NuvaRing) 
G. Withdrawal or some other method 
H. Not sure 
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67. During your life, with whom have you had sexual contact? 
A. I have never had sexual contact 
B. Females 
C. Males 
D. Females and males 
 
68. Which of the following best describes you? 
A. Heterosexual (straight) 
B. Gay or lesbian 
C. Bisexual 
D. Not sure 
 
The next 2 questions ask about body weight. 
 
69. How do you describe your weight? 
A. Very underweight 
B. Slightly underweight 
C. About the right weight 
D. Slightly overweight 
E. Very overweight 
 
70. Which of the following are you trying to do about your weight? 
A. Lose weight 
B. Gain weight 
C. Stay the same weight 
D. I am not trying to do anything about my weight 
 
The next 9 questions ask about food you ate or drank during the past 7 days. 
Think about all the meals and snacks you had from the time you got up until 
you went to bed. Be sure to include food you ate at home, at school, at 
restaurants, or anywhere else. 
 
71. During the past 7 days, how many times did you drink 100% fruit juices 
such as orange juice, apple juice, or grape juice? (Do not count punch, Kool-
Aid, sports drinks, or other fruit-flavored drinks.) 
A. I did not drink 100% fruit juice during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
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72. During the past 7 days, how many times did you eat fruit? (Do not count fruit 
juice.) 
A. I did not eat fruit during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
 
73. During the past 7 days, how many times did you eat green salad? 
A. I did not eat green salad during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
 
74. During the past 7 days, how many times did you eat potatoes? (Do not count 
french fries, fried potatoes, or potato chips.) 
A. I did not eat potatoes during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
 
75. During the past 7 days, how many times did you eat carrots? 
A. I did not eat carrots during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
 
76. During the past 7 days, how many times did you eat other vegetables?  
A. I did not eat other vegetables during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
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77. During the past 7 days, how many times did you drink a can, bottle, or glass 
of soda or pop, such as Coke, Pepsi, or Sprite? (Do not count diet soda or 
diet pop.) 
A. I did not drink soda or pop during the past 7 days 
B. 1 to 3 times during the past 7 days 
C. 4 to 6 times during the past 7 days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
 
78. During the past 7 days, how many glasses of milk did you drink? (Count the 
milk you drank in a glass or cup, from a carton, or with cereal. Count the half 
pint of milk served at school as equal to one glass.) 
A. I did not drink milk during the past 7 days 
B. 1 to 3 glasses during the past 7 days 
C. 4 to 6 glasses during the past 7 days 
D. 1 glass per day 
E. 2 glasses per day 
F. 3 glasses per day 
G. 4 or more glasses per day 
 
79. During the past 7 days, on how many days did you eat breakfast? 
A. 0 days 
B. 1 day 
C. 2 days 
D. 3 days 
E. 4 days 
F. 5 days 
G. 6 days 
H. 7 days 
 
The next 5 questions ask about physical activity. 
 
80. During the past 7 days, on how many days were you physically active for a 
total of at least 60 minutes per day? (Add up all the time you spent in any 
kind of physical activity that increased your heart rate and made you breathe 
hard some of the time.) 
A. 0 days 
B. 1 day 
C. 2 days 
D. 3 days 
E. 4 days 
F. 5 days 
G. 6 days 
H. 7 days 
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81. On an average school day, how many hours do you watch TV? 
A. I do not watch TV on an average school day 
B. Less than 1 hour per day 
C. 1 hour per day 
D. 2 hours per day 
E. 3 hours per day 
F. 4 hours per day 
G. 5 or more hours per day 
 
82. On an average school day, how many hours do you play video or computer 
games or use a computer for something that is not school work? (Count time 
spent on things such as Xbox, PlayStation, an iPod, an iPad or other tablet, a 
smartphone, YouTube, Facebook or other social networking tools, and the 
Internet.) 
A. I do not play video or computer games or use a computer for 
something that is not school work 
B. Less than 1 hour per day 
C. 1 hour per day 
D. 2 hours per day 
E. 3 hours per day 
F. 4 hours per day 
G. 5 or more hours per day 
 
83. In an average week when you are in school, on how many days do you go to 
physical education (PE) classes? 
A. 0 days 
B. 1 day 
C. 2 days 
D. 3 days 
E. 4 days 
F. 5 days 
 
84. During the past 12 months, on how many sports teams did you play? (Count 
any teams run by your school or community groups.) 
A. 0 teams 
B. 1 team 
C. 2 teams 
D. 3 or more teams 
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The next 5 questions ask about other health-related topics. 
 
85. Have you ever been tested for HIV, the virus that causes AIDS? (Do not count 
tests done if you donated blood.) 
A. Yes 
B. No 
C. Not sure 
 
86. When was the last time you saw a dentist for a check-up, exam, teeth 
cleaning, or other dental work? 
A. During the past 12 months 
B. Between 12 and 24 months ago 
C. More than 24 months ago 
D. Never 
E. Not sure 
 
87. Has a doctor or nurse ever told you that you have asthma? 
A. Yes 
B. No 
C. Not sure 
 
88. On an average school night, how many hours of sleep do you get? 
A. 4 or less hours 
B. 5 hours 
C. 6 hours 
D. 7 hours 
E. 8 hours 
F. 9 hours 
G. 10 or more hours 
 
89. During the past 12 months, how would you describe your grades in school? 
A. Mostly A's 
B. Mostly B's 
C. Mostly C's 
D. Mostly D's 
E. Mostly F's 
F. None of these grades 
G. Not sure 
 
 
This is the end of the survey. 
Thank you very much for your help. 
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What is your professional title/role (please indicate more than one option if applicable)? 
MD  DO  APN  PA  Counselor  
Social 
Worker  
Administration  
       
What is your primary professional discipline (please indicate more than one option if 
applicable)? 
• Family Medicine/Internal Medicine  
• Pediatric Medicine  
• Adolescent Medicine  
• Mental Health  
• Adolescent Mental Health  
• Substance Abuse Counseling  
• Adolescent Substance Abuse Counseling  
• Administration  
 
What is your understanding of the current use of evidence-based assessment tools for 
adolescent risky behavior and mental health assessment? 
• Sometimes used by providers in my discipline  
• Sometimes used by providers in another related discipline  
• Rarely used  
• Not relevant and/or practical for use  
• Should be used more frequently  
 
What is your professional opinion regarding the comprehensiveness and appropriateness 
of the Longs Peak Adolescent Questionnaire, for the assessment of risky behaviors and 
mental health concerns of adolescent primary care patients? 
• Comprehensive- questions included adequately address pertinent adolescent risky 
behaviors and mental health concerns  
• NOT Comprehensive- questions included DO NOT adequately address pertinent 
adolescent risky behaviors and mental health concerns  
• Appropriate- questions included are appropriate to elicit relevant and pertinent 
responses from adolescent patients with risky behaviors and mental health concerns in a 
safe non-judgmental manner  
• NOT Appropriate- questions included ARE NOT appropriate to elicit relevant and 
pertinent responses from adolescent patients with risky behaviors and mental health 
concerns in a safe non-judgmental manner  
• Comments   
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In your professional opinion, are the individual questions included in the Longs Peak 
Adolescent Questionnaire appropriate to elicit relevant and pertinent responses from 
adolescent patients with risky behaviors and/or mental health concerns, in a safe, non-
judgmental manner? 
 
   Should be Included  Should NOT be Included  
Question 1  
  Should be Included  Should NOT be Included  
Question 2  
  Should be Included  Should NOT be Included  
Question 3  
  Should be Included  Should NOT be Included  
Question 4  
  Should be Included  Should NOT be Included  
Question 5  
  Should be Included  Should NOT be Included  
Question 6  
  Should be Included  Should NOT be Included  
Question 7  
  Should be Included  Should NOT be Included  
Question 8  
  Should be Included  Should NOT be Included  
Question 9  
  Should be Included  Should NOT be Included  
Question 10  
  Should be Included  Should NOT be Included  
Question 11  
  Should be Included  Should NOT be Included  
Question 12  
  Should be Included  Should NOT be Included  
Question 13  
  Should be Included  Should NOT be Included  
Question 14  
  Should be Included  Should NOT be Included  
Question 15  
  Should be Included  Should NOT be Included  
Question 16  
  Should be Included  Should NOT be Included  
Question 17  
  Should be Included  Should NOT be Included  
Question 18  
  Should be Included  Should NOT be Included  
Question 19  
  Should be Included  Should NOT be Included  
Question 20  
  Should be Included  Should NOT be Included  
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   Should be Included  Should NOT be Included  
Question 21  
  Should be Included  Should NOT be Included  
Question 22  
  Should be Included  Should NOT be Included  
Question 23  
  Should be Included  Should NOT be Included  
Question 24  
  Should be Included  Should NOT be Included  
Question 25  
  Should be Included  Should NOT be Included  
 
Suggestions for Modification (Please include question numbers) 
In your professional opinion, how appropriate are the options presented for potential 
questions from adolescent patients? 
• All options are appropriate  
• Some options are appropriate  
• Many options might or might not be appropriate  
• Some options are probably not appropriate  
• Options presented are definitely not appropriate 
 
Suggestions for addition and/or deletion of options: 
Does your practice or institution currently use a global evidence-based assessment tool 
for adolescent risky behaviors and mental health concerns? 
• Yes- with all (or nearly all) adolescent patients  
• Sometimes  
• Not Sure  
• Almost Never  
• Never  
If so, which one(s): 
Compared to other global evidence-based assessment tools for adolescent risky behaviors 
and mental health concerns, how useful and relevant is the Longs Peak Adolescent 
Questionnaire? 
 
• Extremely useful and relevant  
• Moderately useful and relevant  
• Slightly useful and relevant  
• Neither useful and relevant nor useless and not relevant  
• Slightly useless and not relevant  
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• Moderately useless and not relevant  
• Extremely useless and not relevant  
 
How likely are you to use or recommend use of the Longs Peak Adolescent 
Questionnaire for screening for risky behaviors and/or mental health concerns in 
adolescents in primary care settings? 
• Very likely  
• Likely  
• Neither likely nor unlikely  
• Unlikely  
• Very likely  
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1-2 What is your professional title/role (please indicate more than one option if 
applicable), and what is your primary professional discipline. 
 
Expert participants in this study were identified by colleagues as experts in 
adolescent behavioral and mental health.  Demographics of expert providers 
included: 
- one male family medicine physician 
- one female advanced practice nurse specializing in pediatric medicine 
- one male advanced practice nurse specializing in mental health 
- one physician’s assistant specializing in adolescent medicine 
- one social worker specializing in substance abuse counseling 
 
3- What is your understanding of current use of evidence-based assessment tools for 
adolescent risk behavior and mental health assessment? 
Four expert participants indicated that evidence-based assessment tool for 
adolescent risk behavior and mental health assessment were used by most 
providers in their discipline. 
One expert participant indicated that evidence-based assessment tools for 
adolescent risk behavior and mental health assessment were rarely used 
 
4- What is your professional opinion of the comprehensiveness and appropriateness of 
the Longs Peak Adolescent Questionnaire, for the assessment of risky behaviors 
and/or mental health concerns in adolescent primary care patients? 
Comprehensiveness was defined as the ability of the questions included on the 
Longs Peak Adolescent Questionnaire to adequately address pertinent adolescent 
risky behaviors and mental health concerns 
Appropriateness was defined as the ability of the questions included on the Longs 
Peak Adolescent Questionnaire to appropriately to elicit relevant and pertinent 
responses from adolescent patients with risky behaviors and mental health 
concerns, in a safe, non-judgmental format 
Four expert participants indicated that, in their professional opinion, the Longs 
Peak Adolescent questionnaire was comprehensive and appropriate for the 
assessment of risky behaviors and/or mental health concerns in adolescent 
primary care patients. 
211 
 
One expert participant indicated that the Longs Peak Adolescent questionnaire 
was not comprehensive and not appropriate for the assessment of risky behaviors 
and/or mental health concerns in adolescent primary care patients. 
5- In your professional opinion, are the individual questions included in the Longs Peak 
Adolescent Questionnaire appropriate to elicit relevant and pertinent responses from 
adolescent patients with risky behaviors and/or mental health concerns, in a safe, non-
judgmental manner? 
 
Question # 1- How often do you use a helmet when you skateboard, bicycle, ski, 
snowboard, or ride a motorcycle or ATV? Always, sometimes, rarely or never. 
Should question be included   yes__5___     no______ 
  
Question # 2- How often do you wear a seat belt when you ride in a car? Always, 
sometimes, never. 
Should question be included   yes__5___     no______ 
 
  
Question # 3- Are you having any problems in school? Circle all that apply: grades, 
fighting, bullying, missing school, late for school, other. 
 Should question be included   yes__4___     no___1___  
 
Question #4- How many days per week do you eat breakfast? 6-7, 4-5, 0-3 
 Should question be included   yes__5___     no______ 
 
Question #5- How many times a day do you drink soda, juice, sports drinks? 0-1, 2-3, 4 
or more. 
 Should question be included   yes__5___     no______ 
 
Question #6- How many times a day do you drink milk, eat yogurt and/or cheese? 4 or 
more, 2-3, 0-1. What kind of milk: skim, 1%, 2%, whole, chocolate, strawberry, other. 
 Should question be included   yes__4___     no___1___ 
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Question #7- How many fruits and vegetables do you eat daily? 
 Should question be included   yes__5___     no______ 
  
Question #8- How many times a week do you eat at or from a restaurant? 0-1, 2-3, 4 or 
more? 
 Should question be included   yes___5___     no______ 
  
Question #9- How many days per week are you active for at least 60 minutes? 0-3, 4-5, 
6-7? 
 Should question be included   yes___5___     no______ 
 
Question #10- How many hours on a school day do you watch TV, movies, play video or 
computer games not related to school or work? 0-1, 2-3, 4 or more? 
 Should question be included   yes__5___     no______ 
  
Question #11- Have you ever felt you had a problem with your weight? Never, 
sometimes, always. 
 Should question be included   yes__5___     no______ 
 
Question #12- How many hours of sleep do you get each night?  
 Should question be included   yes__5___     no______ 
 
Question #13- Have you ever smoked cigarettes or chewed tobacco? Never, once or 
twice, 3 or more times 
 Should question be included   yes__5___     no______ 
  
Question #14- Did you ever drink any alcohol? Beer, wine, liquor, other. 
 Should question be included   yes__5___     no______ 
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Question #15- Did you ever use drugs? Never, once or twice, 3 or more times. Circle all 
that apply: marijuana, cocaine, crack, heroin, acid, speed, ecstasy, roofies, sniffed 
inhalants, steroids, hormones, prescription drugs not ordered for you, or others: 
 Should question be included   yes__5___     no______ 
 
Question #16- Have you ever ridden in a vehicle when the driver is under the influence of 
alcohol or drugs? (this includes when you were the driver as well as other people): Never, 
once or twice, 3 or more times 
 Should question be included   yes__5___     no______ 
  
Question #17- Have you ever texted or emailed while driving a car? Never, once or 
twice, 3 or more times 
 Should question be included   yes__5___     no______ 
 
Question #18- Have you ever done something violent because you were angry? Never, 
once or twice, 3 or more times 
 Should question be included   yes__5___     no______ 
  
Question #19- Have you ever had someone at home, school or anywhere else, who made 
you feel afraid, threatened you or hurt you? Never, once or twice, 3 or more times 
 Should question be included   yes__5___     no______ 
  
Question #20- Have you had sex? No  Yes  Circle all that apply: vaginal sex, anal sex, 
oral sex 
 Should question be included   yes__5___     no______ 
 
Question #21- If you have had sex, how often do you use condoms? N/A, always, 
sometimes, rarely or never 
 Should question be included   yes__5___     no______ 
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Question #22- Were you ever forced to have sex you did not want, or has someone 
touched you in a way that made you feel uncomfortable (touching of breasts, buttocks or 
private area): Never, not sure, yes 
 Should question be included   yes__5___     no______ 
 
Question #23- Over the past 2 weeks how often have you felt down, depressed, irritable 
or hopeless? Not at all, several days, more than half of the days, nearly every day. 
 Should question be included   yes__5___     no______ 
 
Question #24- Over the past 2 weeks, how often have you had little interest or pleasure in 
doing things? Not at all, several days, more than half the days, nearly every day 
 Should question be included   yes__5___     no______ 
  
Question #25- Have you ever thought about killing yourself or make a plan to kill 
yourself? Never, once or twice, 3 or more times. 
 Should question be included   yes__5___     no______ 
  
6- In your professional opinion, how appropriate are the options presented for potential 
questions from adolescent patients.  Tobacco, Abstinence (saying no), Depression, 
Body piercing/tattoos, Quitting smoking, Safer sex, Drugs, Suicide, Exercise/fitness, 
Alcohol, Birth control, Diet pills/laxatives, Weight problems, steroids, 
homosexuality, HIV/AIDS, Gender issues (transgender/transsexual), Other: 
Three expert participants indicated that all options were appropriate and had not 
suggestions for addition or deletion of options 
One expert participant indicated that some options are appropriate, but offered no 
suggestions for addition or deletion of options 
One expert participant indicated that many options may or may not be 
appropriate, but offered no suggestions for addition or deletion of options. 
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7- Does your practice currently use a global evidence-based assessment tool for 
adolescent risky behaviors and mental health concerns?  
Two expert participants indicated that a global evidence-based assessment tool for 
adolescent risky behaviors and mental health concerns were used with all or 
nearly all adolescent patients in their practice 
One expert participant indicated that a global evidence-based assessment tool for 
adolescent risky behaviors and mental health concerns was sometimes used in 
their practice. 
One expert participant indicated that a global evidence-based assessment tool for 
adolescent risky behaviors and mental health oncerns was almost never used in 
their practice. 
Expert panelists indicated that the Rapid Assessment for Adolescent Patients 
RAAPS) and Student Health Questionnaires for Middle School and High School 
Students, developed two years ago by the states of Colorado and New Mexico, 
which can be found at: https://www.colorado.gov/pacific/sites/default/ 
files/eSHQ%20 Final%20Report.pdf  
 
8- Compared to other global evidence-based assessment tools for adolescent risky 
behaviors and mental health concerns, how useful and relevant is the Longs Peak 
Adolescent Questionnaire. 
Three expert participants indicated that, compared to other evidence-based 
assessment tools for adolescent risky behaviors and mental health concerns, the 
Longs Peak Adolescent Questionnaire was very useful and relevant. 
Two expert participants indicated that, comparted to other evidence-based 
assessment tools for adolescent risky behavior and mental health concerns, the 
Longs Peak Adolescent Questionnaire was moderately useful and relevant. 
 
9- How likely are you to use or recommend use of the Longs Peak Adolescent 
Questionnaire for screening for risky behaviors and/or mental health concerns in 
Adolescents in primary care settings. 
Three expert participants indicated that they were likely to use or recommend use 
of the Longs Peak Adolescent Questionnaire for screening for risky behaviors 
and/or mental health concerns in adolescents in primary care settings 
One expert participant indicated that they were neither likely or unlikely to use or 
recommend use of the Longs Peak Questionnaire for screening for risky behaviors 
and/or mental health concerns in adolescents in primary care settings. 
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One expert participant indicated that they were unlikely to use or recommend use 
of the Longs Peak Adolescent Questionnaire for screening for risky behaviors 
and/or mental health concerns in adolescents in primary care settings. 
Based on responses received, the general consensus, based on the majority of expert 
responses is: 
- The Longs Peak Adolescent Questionnaire is both comprehensive and appropriate 
to elicit necessary information in a safe, non-judgmental manner. 
- All questions included are appropriate and should be included.  
- All or most options presented for additional questions are appropriate 
- All or most practices use an evidence-based assessment tool for risky behavior 
and mental health assessment. 
- The Longs Peak Adolescent Questionnaire is very useful and relevant 
- Most expert participants indicated they would be likely to use or recommend use 
of the Longs Peak Adolescent Questionnaire for assessment risky behavior and 
mental health concerns in adolescent primary care patients. 
 
Comments and Recommendations for modification: 
- Liked that this survey is on one page- other tool used (RAAPS) is three pages 
- Would like to see a question about self-injurious behavior as part of or separately 
from the question about suicidality 
- Include the statement “if so, how many/much and how often” to questions 
addressing alcohol use, drug use and smoking. 
- Use of PHQ-2 questions is good, but would recommend using at least PHQ-4, to 
gain more information and to decrease similarity to other available tools 
- Using an evidence-based assessment tool for risky behavior and mental health 
concerns in adolescent primary care patients has been extremely useful and has 
prompted more regular assessment, increased testing (STI’s) and more/more 
appropriate referrals for adolescent patients with behavioral and/or mental health 
concerns 
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University of Northern Colorado 
CONSENT FORM FOR HUMAN PARTICIPATION IN RESEARCH- NO 
SIGNATURE DOCUMENT 
UNIVERSITY OF NORTHERN COLORADO 
Project title: Validation and Practice Guidelines: Longs Peak Adolescent Questionnaire: 
Primary Care Assessment of Adolescent Risk Behaviors and Mental Health 
Student:  Renee T. Dutcher, MSN, APRN, CPNP (DNP Student) 
Academic Advisor: Kathleen N. Dunemn, PhD, APRN, CNM, School of Nursing 
Project Advisor: Rebecca Myers MD, Longs Peak Family Practice 
Phone number: (970) 351- 3081/ (303) 772-5578 
Expert Consensus via a Delphi Study 
The purpose of this capstone project is to establish validity of the Longs Peak Adolescent 
Questionnaire (LPAQ) as an evidence-based assessment of adolescent risky behavior and 
mental health concerns, and to develop practice guidelines based on the 2014 USPSTF 
recommendations for mental and behavioral health screening of adolescents and practice 
guidelines recommended by the Substance Abuse and Mental Health Services 
Administration (SAMHSA): the screening, brief intervention and referral for treatment 
(SBIRT) model for identification and management of adolescents with mental and 
behavioral health concerns. Development of a resource pamphlet for management and 
referral of adolescent patients with risky behavior and mental health concerns, planning 
for implementation of the recommended clinical practice guideline and evaluation of 
clinical outcomes comprises the final phase of this project. 
 
The Delphi method is an evidence-based, structured communication method that involves 
questionnaires to survey experts in two or more phases. A review of available literature 
on risky behaviors and mental health concerns was used to develop the first round of 
questions regarding the Longs Peak Adolescent Questionnaire. The responses from the 
first phase will be compiled and anonymously shared with participating experts in the 
second phase. Benefits of this study include gaining knowledge through the shared 
responses of participating experts.  Anonymity is intended to reduce feelings of 
embarrassment, judgements, fear of repercussions, the bandwagon effect and influences 
of personalities dominating the process. The Delphi method has been widely used in the 
healthcare industry as well as other industries, and is a valuable tool when there is 
ambiguity or lack of empirical evidence.  A Delphi study with two or three, but not more 
than four, phases is planned. Surveys and information associated with this study will be 
sent and returned electronically within the firewall on the internet. The expected time 
commitment is 15- 20 minutes for each phase of the Delphi process. 
 
The purpose of this email is to invite you to participate in this study.  Participation is 
voluntary and all responses will be kept anonymous.  Data collected will be stored on a 
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password-protected thumb drive that is accessible only to the principal investigator (DNP 
Student) and her advisor. There are no foreseeable risks to participants.  This project aims 
to improve the quality of assessment, treatment and management of adolescents with 
risky behavior or mental health concerns, and development of practice guidelines based 
on USPSTF and SBIRT guidelines. Past and existing patients will not benefit from this 
project and there is no direct intervention.  The potential benefit for clinicians and future 
patients is improved knowledge of practice guidelines and resources for referral and 
management of adolescent risky behavior and mental health concerns. 
 
Participation is voluntary.  If you begin to participate, you may decide to stop or 
withdraw at any time.  Your decision will be respected and will not result in a loss of 
benefits to which you are otherwise entitled. If you have any questions, please contact 
one of the undersigned. 
 
Having read the above document and having had the opportunity to ask any questions, 
please access and complete the attached document: “Phase One: Delphi Study 
Questions”.  Please return the completed survey to Renee Dutcher at 
andr3835@bears.unco.edu.  
 
By completing and returning the questionnaire, you give us permission for you 
participation. You may keep this form for future reference.  If you have any concerns 
about your selection or treatment as a research participant, please contact Sherry May, 
IRB Administrator, office of Sponsored Programs, Kepner Hall, University of Northern 
Colorado, Greeley, CO 80639. Phone 970-351-1910. 
 
Kathleen N. Dunemn, PhD, APRN, CNM Renee T. Dutcher, MSN, APRN, CPNP 
Kathleen.Dunemn@unco.edu   andr3835@bears.unco.edu    
970-351-3081  
     
This informed consent will be e-mailed and accompany each phase of the Delphi study. 
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INSTITUTIONAL REVIEW BOARD APPROVAL 
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